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ABSTRACT
Children's Perspectives on Coping Strategies Used for Asthma
by
Terri A  Dymeck
Dr. Susan Michael, Examination Committee Chair 
Professor of Nursing 
University o f Nevada, Las Vegas
Asthma is the most common chronic pulmonary disease among American children. 
There is limited research describing how children cope with asthma, and evidence suggests 
that many of these children demonstrate poor coping ability. This study, originally 
performed by Ryan-Wenger and Walsh (1994), describes the relationship between the 
frequency and effectiveness o f coping strategies personally used by school-age children to 
manage asthma. Additional questions were incorporated to provide an objective 
measurement o f  coping and augment the original research.
The Schoolagers' Coping Strategies Inventory (SCSI) and a demographic 
questionnaire were mailed to children with asthma and their parents. Data analysis (N = 
65) demonstrated similar results to those found by Ryan-Wenger and Walsh (1994), 
although there were several significant differences between demographic variables and 
coping strategies. Children's responses indicated knowledge o f common asthma triggers. 
This study enhances understanding o f asthma coping strategies utilized by children, and 
may provide insight into educational needs.
Ill
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CHAPTER 1 
INTRODUCTION
Asthma, a chronic disease originating in childhood, can be both debilitating and 
frustrating for children to manage. It is considered the most common chronic pulmonary 
disease among children, and can interfere with family and peer relationships, physical 
activity, and coping ability (Carter, Kieckhefer, & Paeth, 1993). Over time, asthma can 
incite feelings o f fear, depression, and powerlessness (Shekleton, 1987), resulting in 
decreased self-confidence and impaired attainment of independence (Khampalikit, 1983; 
Zahr, Connolly, & Page, 1989).
Background of Problem
Asthma is often regarded as a childhood illness because it occurs more frequently in 
children than adults; however, it often lingers into and throughout adulthood (Richardson, 
1993). O f the more than 10 million individuals with asthma in the United States, children 
are more affected than any other age group, and there is a higher incidence of asthma in 
boys, Afiican Americans, and in children from urban areas (Gergen, Mullaly, & Evans, 
1988). Between 1982 and 1989, there was an increase in diagnosis o f asthma by 52 
percent for children under 18 years of age (Rachelefsky, Fitzgerald, Page, & Santamaria, 
1993).
Asthma is responsible for the majority o f health related school absences (Swanson & 
Thompson, 1994) and hospital admissions in children (Rachelefsky, et al. 1993). This 
respiratory problem subsequently results in frequent time lost from work for the caregivers 
of children with asthma, which nationally costs an estimated 726 million dollars each year
1
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(Swanson & Thompson, 1994). These statistics reflect poor control o f asthma in children, 
and previous studies have long since confirmed this impression (Bergner & Bergner, 1976; 
Dolovich, Hargreave, & Wilson, 1975). The incidence of asthma is also escalating 
worldwide with an associated increase in mortality rates (Nicklas, 1989). Attendance o f 
educational programs designed to improve asthma management in children does not 
necessarily reflect improvement in mortality (Bemard-Bonnin, Stachenko, Bonin,
Charette, & Rousseau, 1995). These educational programs may improve children's 
knowledge about asthma, but do not necessarily result in behavior changes that positively 
affect coping strategies (Howland, Bauchner, Adair, 1989).
Despite a  pathology similar to asthma in adults, children may exhibit more pronounced 
symptoms o f  the disease due to the developing nature of their respiratory systems.
Children have a smaller, more narrow airway, diminished elastic recoil o f the lungs, and 
decreased diaphragm support in comparison to adults, which results in less physical ability 
to clear mucous secretions during constriction of the bronchioles (Zahr, et al., 1989). 
Children are also predisposed to recurrent exacerbations of asthma due to the nature of 
their surroundings. They are fi'equently exposed to other children in school or home 
settings who harbor communicable viruses or respiratory infections which can cause 
hyperactivity o f the mrways. Exposure to animal dander, exercise, household cleaning 
products, smoke, pollution, and weather changes can also provoke the onset o f asthma 
symptoms (Scheinholtz, 1992), as can stress (Swanson & Thompson, 1994). These 
triggering agents or events usually negatively affect individuals with asthma, and children 
with asthma may be unaware of their hazardous effects. This leaves children unprepared 
to cope with resulting respiratory symptoms associated with exposure to asthma triggers.
Asthma is often regarded with ambivalence, because many people underestimate its 
deadly potential (Stewart, 1995). Without proper monitoring, symptoms are fi'equently 
unpredictable, and therefore asthma is perceived as uncontrollable (Price, 1994). This 
assumption among parents and children with asthma may result in ignoring the need to
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
prevent or treat asthma symptoms (Stewart, 1995). If  children perceive a stressor (such as 
asthma) as being uncontrollable, then t h ^  will be more inclined to use avoidance as a 
coping strategy (Lazarus & Folkman, 1984). For example, children may choose to avoid 
the stressor o f asthma by either neglecting to treat symptoms or by attempting to prevent 
symptoms. Such an ineffective strategy as neglecting asthma symptoms could have 
deleterious consequences, such as worsened airway restriction and congestion.
Children with asthma are not bom with the skills necessary to cope with their disease; 
consequently, they must make a concerted effort to learn how to prevent asthma attacks 
and achieve some degree of independence with regards to disease rr ;ent. As
compared to adults, children have less developed coping skills due t^ .. inexperience 
with problem solving and lack of foresight in anticipating potential exacerbations o f the 
illness. Specific coping strategies which improve with experience can be taught to 
children for controlling asthma problems; however, coping styles which become a part of 
the personality carmot be changed as easily (Ryan-Wenger, 1994). Therefore, it is 
imperative that individuals at an early age learn successful coping techniques to manage 
asthma symptoms so that future complications can be thwarted. Good coping strategies 
and asthma healthcare practices may be carried into adulthood, thus improving 
empowerment over this chronic illness.
Coping effectively with asthma involves balancing a combination of physical and 
psychological strategies along with medical management skills. Such a regimen would 
include medication adjustment, monitoring, relaxation, and physical fitness to improve 
asthma management and prevent symptoms (Scheinholtz, 1992; Zahr, et al., 1989). Since 
age is thought to be a major frctor in the repertoire o f coping strategies, children may 
utilize different types or combinations o f coping strategies than the adult population 
(Altshuler & Ruble, 1989; Carrieri, Kieckhefer, Janson-Bjerklie, & Souza, 1991).
Although there are few studies which describe how children with asthma cope with 
their disease, there are three primary studies concerning this topic. The first study (Ryan-
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Wenger and Copeland, 1994) cites social support,distraction, and relaxation as frequently 
used coping strategies. In contrast, Walsh and Ryan-Wengeris 1994 study reported that 
social support was among the least frequently used strategies of children with asthma.
This latter study more thoroughly investigated the frequency and effectiveness o f coping 
strategies from the child's perspective by using a self-report instrument known as the 
Schoolagers' Coping Strategies Inventory (SCSI) to quantify coping strategies. The third 
study (Carrieri, et al., 1991) found that medication self-adjustment was the most common 
coping strategy named among children with asthma.
These studies suggest that children with asthma may employ similar coping stratèges 
to those used by adults (although the frequency and popularity of strategies used by the 
children differ between studies). Young children with chronic illnesses, such as asthma, 
seem to be capable of using adult-like coping strategies (Ryan-Wenger & Walsh, 1994), 
but these strategies often appear in a more primitive form when compared to strategies 
used by older individuals (Olson, Johansen, Powers, Pope, & Klein, 1993). Many health 
care providers, however, might expect children with asthma to use more advanced coping 
strategies even though their age and inexperience may impair them from doing so.
Due to the paucity of studies which address children's perceptions on coping with their 
disease and the presence of conflicting findings regarding coping strategies used in the 
studies which do exist, more research is needed to understand how children cope with 
asthma. In addition, the studies which do exist have often obtained their data on children's 
coping strategies by questioning adult sources such as the parents. Adult’s perceptions 
could differ from the children's actual impressions (Carrieri, Kieckhefer, Janson-Bjerklie,
& Souza, 1991). Subsequently, obtaining research collected from a source other than the 
child could yield incorrect data and impair potential advances in asthma education. 
Therefore, it is important to devote further study to managing asthma based on an 
understanding gained from the child's perspective.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
Ih&Jrobleai &-Putpose
There is a paucity of research which describes how children, from their own 
perspective, cope with a chronic illness such as asthma. Therefore, the purpose o f this 
study is to describe (from the child's perspective) the frequency and effectiveness of 
coping strategies employed by school-age children to overcome or prevent asthma 
symptoms. This study will replicate the research o f Ryan-Wenger and Walsh (1994), and 
examine the relationship and influence between various personal variables and coping 
strategies used by children with asthma.
Significance o f Study
This study will assist caregivers in gaining a better understanding of how children cope 
with asthma. The results may identify potentially problematic or helpful strategies used by 
children. If research identifies where deficits exist in current self-care, this insight may be 
used as a basis for improving educational programs in asthma management. Although 
many studies support the value o f asthma education, research generally suggests that 
children with asthma are not coping well with their disease, despite attendance o f asthma 
training programs (Bemard-Bonnin, et al, 1995). Learning which coping strategies are 
used by children with asthma may help caregivers understand how children cope with their 
illness. Ultimately, this information could provide the foundation of educational efforts 
aimed at improving quality of life.
Nurses are in an ideal position to assist children with asthma learn how to cope with 
their disease. Nurses are often the first healthcare provider to observe children experience 
an asthma attack in school, hospital, or doctors' office. Nurses thus have the opportunity 
to instruct the child and parent about asthma prevention and management, which will 
ultimately improve patient outcomes.
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CHAPTER 2
REVIEW OF THE LITERATURE & CONCEPTUAL FRAMEWORK
Literature concerning asthma which addresses educational courses, symptomatology, 
medications, and possible psychological influences in the development o f  asthma is 
voluminous; yet less information is available on how children actually cope with this 
chronic illness from their own perspective. A broader literature review which 
encompasses the coping strategies o f children without asthma, adults with asthma, and 
family members of children with asthma is essential in understanding strategies commonly 
used by children to control asthma and cope with stressful situations.
The information gained from these associated studies will assist in understanding the 
similarities and differences of coping perceptions in various populations, with and without 
asthma, and it may suggest that children with asthma utilize different coping strategies 
than other populations examined. If  this is the case, children with asthma deserve separate 
investigation into coping methods according to such factors as age and physical 
impairment. The literature review will thus explore possible relationships between coping, 
past experiences, and physical and educational characteristics in a pediatric population 
with asthma. Ryan-Wenger and Walsh (1994) suggested inclusion of these variables 
within their study.
All of the studies are interrelated by the inclusion of the concept of'coping.' Coping is 
defined as either an adaptive or maladaptive process of reacting to or managing internal 
and external stressors (Erickson, Tomlin, & Swain, 1983). Depending upon needs, goals, 
developmental level, and ability to mobilize resources during periods of stress, children
6
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leam how to cope with life's stressors through internal cognitive processes, past 
experiences, and from their support systems.
Coping Studies in Children Without Asthma
Walsh and Ryan-Wenger (1992) stated that children who have asthma and their 
healthy peers experience and rank some stressors similarly. Furthermore, when the 
variables o f age, gender, and race are similar, a review of literature encompassing how 
children without asthma cope is important. This study will thus review studies which 
compare how individuals with and without asthma cope with stress, (or an illness such as 
asthma), to ascertain differences among children in views o f coping.
The studies conducted by Ryan (1989) and Ryan-Wenger and Copeland (1994) both 
identify coping strategies in healthy school-age children. The latter study replicates Ryan's 
(1989) study but includes a sample of 59 low-income, African-American children. T-tests 
from the study by Ryan-Wenger and Copeland (1994) showed that girls not only used a 
broader range o f coping strategies (t = -2.00, p = 0.05), but they also believed their coping 
strategies were more effective (t = -2.17, p = 0.04) than the boys who were surveyed. No 
objective physiological measurements were given however to substantiate this data. Girls 
reported using more avoidance, responsibility assumption, social support, and spiritual and 
aggressive motor activities. In contrast, boys used relaxation and solitude more frequently 
to cope with stressful situations. Both genders however used the strategy of "watching 
TV or listen to music" most often when pressured (Ryan-Wenger and Copeland, 1994). 
The least popular coping strategy for both genders was spirituality.
Likewise, Ryan's (1989) results, (which were obtained from group discussion and 
questionnaires dispersed to healthy children following a health class on stress), reflected a 
difference in coping methods according to gender. In this study, boys dealt with stress 
more frequently through physical exercise whereas girls preferred social support and 
emotional behaviors as coping strategies. The children viewed aggression and emotional
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
responses as frequently used, but unhelpful during stressful situations. Unlike older 
children (12 year olds), the younger children (8 and 9 year olds) who were questioned did 
not routinely acknowledge relaxation, spiritual activities, or habitual behavior as frequently 
used coping strategies.
Bossert (1994), in a hospital-based research study with a wide-range o f children from 
various ethnic backgrounds with a variety o f illnesses, did not find that gender affected the 
effectiveness or types o f coping strategies used. Support and distractive or cognitive 
attempts to cope were named as the most frequent behaviors used in dealing with stress.
In addition, results suggested that although the children's coping stratèges did not differ 
by health status, those who were chronically ill believed that their coping strategies were 
not as effective as acutely ill children.
Pederson (1994) and LaMontagne (1993) offered examples of coping interventions 
used by school-age children specifically during hospitalization. Although these authors did 
not present research describing the effectiveness of various coping techniques used by 
children in stressful situations while hospitalized, the authors encouraged use o f breathing 
techniques and relaxation, distraction, and guided imagery (Pederson, 1994), and 
recommended filmed modeling, medical play modalities, and preprocedural and sensory 
information (LaMontagne, 1993). These same coping strategies would be appropriate 
techniques for children with asthma to use, especially if these children were confined to 
the hospital.
In an attempt to determine which coping stratèges influenced control of a chronic 
illness, Boland and Grey (1996) conducted a study with 43 school-age children who had 
insulin-dependent diabetes mellitus. Children were given the Schoolagefs Coping 
Strategy Inventory (SCSI), which was created by Ryan-Wenger (1990) and had been 
tested in a study concerning children with asthma (Ryan Wenger & Walsh, 1994). The 
results obtained from a laboratory test designed to measure average blood glucose control 
were compared with the results from the SCSI and a self-care questiormaire (Boland &
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Grey, 1996). The authors concluded that demographic characteristics did not alter choice 
of coping strategies named by participants. Results further indicated that cognitive, 
problem-solving strategies were the most common response to coping with diabetes.
In contrast, Altshuler and Ruble (1989) found that school-age children 
overwhelmingly chose avoidance strategies, which included escape and denial, to cope 
with a fictitious undesirable and uncontrollable situation. Behavioral distraction 
techniques (such as reading or watching television) were the most popular avoidance 
strategies. Problem-solving strategies were among the least popular coping strategies 
chosen by subjects, including older children. Regardless o f age, all children also 
mentioned wanting social support to cope with a anxiety-producing situation.
Children With Asthma
Children with asthma experience similar stressors and utilize similar coping strategies 
as children without asthma. However, in addition, children with asthma must cope with a 
chronic disease which necessitates use o f distinctly different and sometimes creative 
coping techniques unique to their affliction. For example, children without asthma 
probably are not concerned about peak flow measurements, the effects o f exercise on their 
respiratory status, or irritating odors or dust in the environment. In contrast, children with 
asthma need to become attuned to changes in these conditions because changes can 
provoke respiratory problems.
Despite the perception that children with asthma may be similar to healthy children 
without asthma (Walsh & Ryan-Wenger, 1992), 61 children with asthma who were 
between the ages o f 7 to 12 identified themselves as "being different" (Walsh, 1990), when 
questioned in personal interviews at an asthma camp. However, in a follow-up study 
using self-administered questiormaires with 84 children at an asthma camp, Walsh and 
Ryan-Wenger (1992) found that children with asthma experience similar non-asthma 
related stressors when compared to their healthy peers. Dissimilar stressors experienced
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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exclusively by children with asthma were not discussed. Illness episodes and poor 
performance in sports were among the most frequently reported stressful events for both 
children with asthma and their healthy peers. Both genders also cited being ostracized 
from peers, arguments or separation between parents, and persuasion to try something 
undesirable as the most severe stressors; although the girls in the survey rated such types 
o f stressors as significantly more severe. Recommendations were made for further 
examination o f these stressors which add to the existing stress caused by asthma. Walsh 
and Ryan-Wenger (1992) suggested investigating the relationship between stress as a 
precipitant and asthma exacerbations.
Olson, et al. (1993) attempted to determine differences in coping behaviors between 
healthy school children and children with chronic illnesses such as asthma. They found 
that teenagers with a chronic illness reported using a complex coping strategy to manage a 
stressful situation almost twice as often as healthy teenagers. Teenagers in the study 
sample cited coping strategies such as "discussing the problem with another person" and 
"using problem-solving techniques" appropriate to the situation when confronted with a 
stressful event. Furthermore, 14 percent o f the teenagers with a chronic illness stated that 
personal illness would be a stressor, whereas none o f the members in the control group 
reported this concern. These results suggest that an individual with a chronic illness must 
cope with additional stress caused by disease, which sometimes necessitates use of more 
cognitive coping strategies unique to their problems.
Few descriptive studies have focused on children's beliefs concerning the most 
common and helpful coping mechanisms for use with their asthma. Ryan-Wenger and 
Walsh (1994) investigated this issue in their research (which will be replicated in this 
study) with 78 school-age children with asthma attending a Nfidwest asthma camp who 
were between the ages of 8 and 13. The researchers used a demographic questionnaire 
and the Schoolagers' Coping Strategies Inventory (SCSI) to investigate the child's own 
perspective o f his or her coping strategies during episodes of asthma symptoms.
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Responses to the SCSI were grouped into several broad coping strategy categories, 
including: social support, problem solving, distraction, avoidance, relaxation, aggression, 
and emotion.
Final results of this descriptive study demonstrated that the four most frequently used 
strategies were also cited among the five most effective coping strategies (Ryan-Wenger 
and Walsh, 1994). These responses included: "watch TV or listen to music, try to relax, 
stay calm, say I'm sorry or tell the truth, and do something about it." The five most 
common answers were placed in Lazarus' (1984) categories of problem solving, 
distraction, and relaxation techniques. Aggressive coping techniques were rated the worst 
on both sets o f scores. The two most prevalent responses ("watch TV or listen to music" 
and "try to relax; stay calm") indicated that most o f the subjects were aware that quiet, 
restful activities were a positive method o f coping with their asthma symptoms (Ryan- 
Wenger & Walsh, 1994). Their results found no significant differences in scores 
according to race, gender, age, or severity o f asthma.
The Ryan-Wenger and Walsh (1994) study had limitations related to the sample, 
procedures, and statistical tests used. The small sample size o f  78 children weakens the 
significance of the results, especially since so many variables were considered during result 
interpretation. The sample size should have been at least 126 children, given a power level 
of 0.80 with a small effect size and an alpha level of 0.05 required for meaningful 
statistical results. The t-test and ANOVA were both used in comparing demographic 
variables with the coping scores, with a significance level of 0.05; however, assumptions 
may have been violated with these parametric tests, and neither t-test nor F scores were 
given in the final results. One limitation acknowledged by the authors was peer influence 
in persuading children to refuse participation in completing questionnaires. Other 
procedural shortcomings not identified by Ryan-Wenger and Walsh (1994) included 
possible duplication of participant responses (since children could share answers within the 
groups which were created during data collection), and recently gained knowledge of
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coping strategies used during participation in asthma camp. Recommendations for future 
research included using a longitudinal design, incorporating pulmonary function tests, and 
identifying existence of environmental triggers and medication types and dosages (Ryan- 
Wenger & Walsh, 1994).
In contrast to Ryan-Wenger and Walsh (1994) who found no significant differences in 
demographic variables, Rew (1987) concluded that the factors of female gender and 
increasing age contributed to greater health behavior independence or self-care actions in 
children with asthma. Rew (1987) also determined that the self-care behaviors o f the 72 
children included in the sample, (who also attended an asthma camp), were more 
influenced by their parents' health locus of control than by their own.
Carrieri, Kieckhefer, Janson-Bjerklie, and Souza (1991) sought to describe how 
children coped with asthma and what situations evoked asthma problems through the use 
of interviews and word/color/visual scales in their research with 39 school-age children 
who had asthma problems. (In contrast to the previous studies, differences in responses 
based on demographic variables were not analyzed.) The problem solving technique o f 
medication self-adjustment was the most frequently used coping strategy among all o f the 
children, and relaxation was found to be one of the least popular coping strategies. Other 
more popular strategies included position and activity modification, and breathing 
exercises. Participants cited physical activities, emotions, allergens, and physical body 
condition as the possible causes of dyspnea.
In a larger study, McNabb, et al. (1986) collected data from 565 adult respondents 
(such as physicians, parents, and teachers) who were in a position to observe examples of 
effective and ineffective asthma coping behaviors in children with asthma. Their efforts 
culminated in identifying 21 categories of different coping strategies used by children with 
asthma, of which 4 categories were most obvious: prevention, intervention, compensatory 
behaviors, and external controlling factors. Intervention strategies which included using 
relaxation techniques, medication, breathing exercises, social support, and emotional
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control were the most frequent methods used. Preventive strategies, which were named as 
the second most commonly observed coping strategies, included allergen avoidance, 
avoidance of respiratory irritants, preventive medicine, and emotional control. Likewise, a 
study by Zahr, Connolly, and Page (1989) recommended preventive use of medication, 
allergen control, prevention of infection, moderate exercise, and family and community 
support as coping strategies for children with asthma.
Children with asthma who engage in preventive interventions such as different forms 
o f exercise may actually improve their ability to cope with their respiratory disease, 
depending upon whether or not the exercise involves focused breathing such as with 
swimming, yoga, and aerobics. In a study consisting o f teenagers with mild asthma who 
were from affluent families, Lucia (1994) found that those sujects who played a musical 
wind instrument reported fewer asthma symptoms and complications, had a more acute 
ability to recognize progression of asthma symptoms, used less asthma medication, and 
had fewer asthma attacks than teenagers with asthma who did not play wind instruments.
In addition, the wind instrumentalists reported experiencing fewer panic-fear days and 
irritability from asthma symptoms. The authors also suggested that playing wind 
instruments can also improve self-esteem and confidence.
Jain, Rai, Valecha, Jha, Bhatnagar, and Ram (1991) found that yoga training, which 
focuses on breathing patterns, improved exercise tolerance in teenagers with a history of 
being diagnosed with asthma for several years. Upon being admitted to a special hospital 
for 40 days which taught yoga, the subjects engaged in yoga training every day for at least 
one hour in both the morning and evening with yoga instructors. Following yoga training, 
all subjects demonstrated significant improvement in physical fitness indices and in their 
ability to walk greater distances in a certain time interval. In a follow-up survey 
conducted two years later with the original participants who continued to use yoga on a 
daily basis, 14 subjects out o f 26 who had mild asthma remained asymptomatic.
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In their effort to develop a coping inventory for children with a chronic illness such as 
asthma, Austin, Patterson, and Huberty (1991) suggested that children who have a 
positive self-concept and outlook on their disease are more apt to use adaptive coping 
styles such as seeking social support, are more compliant with treatment, and less prone to 
behavior problems at school or home. Children who describe coping patterns of 
withdrawal, feeling different, being irritable, and acting out will adapt poorly to chronic 
illness, and have a poor self-concept and negative impression of their disease. In addition, 
older children who are internally motivated to achieve a healthy lifestyle and who have 
parents that are knowledgeable about asthma, report having higher levels of confidence in 
their ability to manage asthma (Miles, Sawyer, & Kennedy, 1995).
While creating an asthma self-efficacy scale consisting of 38 items, Schlosser and 
Havermans (1992) surveyed 60 children with asthma between the ages o f 10 to 18 with 
their questionnaire, and found that children who had higher self-efficacy expectations used 
better problem-solving techniques to cope with asthma attacks and were more optimistic 
about their self-management abilities. In contrast, children who did not possess this 
attribute were more likely to conceal their illness and medications fi’om others.
In a study with 129 children with asthma between the ages of 12 and 18, Silverglade, 
Tosi, Wise, and D'Costa (1993) found that adolescents with asthma had more irrational 
beliefs with regards to lack o f emotional control and need for approval fi’om others in 
contrast to their peers who did not have asthma. The severity o f asthma was positively 
correlated with the intensity o f anxiety, depression, or hostility experienced. These results 
reflected a decreased sense o f control and independence even in older children with 
asthma, which suggested that increasing age does not automatically ensure that people will 
feel more competent in their ability to cope with asthma as they mature.
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Adults With Asthma
Asthma may be thought o f as a childhood illness because it often begins and ends at an 
early age, but many of those affected continue to experience asthma problems throughout 
life. Many adults with asthma must cope with this stressful, chronic disease on a daily 
basis. Adults also serve as role models for children with asthma. The child may adopt 
some of the coping strategies o f the adult after viewing how the adult manages various 
asthma situations. In fact, both adults and children with asthma describe the sensation and 
intensity of dyspnea similarly, and children utilize some of the same coping strategies as 
adults when confronted with dyspnea (Janson-Bjeklie, Carrieri, & Hudes, 1986). 
Consequently, this review of literature includes coping strategies used by adults. This 
review will contrast how the adult and pediatric population differ in their impressions of 
which coping strategies are effective and most frequently used for asthma management.
Some studies reflect that the adults surveyed demonstrate a lack of asthma knowledge 
and have a lack of confidence in the effectiveness of their coping strategies. For example, 
in a study by Richardson (1991) which included a sample of 40 Canadian adults with 
asthma, results from questionnaires given to the sample identified great knowledge deficits 
concerning coping with asthma. In particular, subjects indicated a need for more 
information on how to enjoy sports, guard against allergens, when to take asthma 
medications, and one-quarter o f the sample wanted more information on how to relax. 
However, perceived asthma educational needs varied depending on personal demographic 
characteristics; 33 percent of the participants identified their asthma learning needs as 
psychosocial, and 67 percent perceived those needs as being biophysical. These results 
gave the impression that the adults surveyed felt incapable o f managing their illness; 
however, the majority o f the sample had no formal asthma education or training. Their 
primary coping method was taking asthma medications, and the majority o f participants 
cited no other treatment to control symptoms.
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In another study, Janson-Bjerklie, Ferketich, Benner, and Becker (1992) sought to 
describe adults' perceptions of asthma with a larger population o f who generally reported 
suffering from asthma symptoms on a daily basis. Subjects attempted to control 
symptoms themselves for hours or days until pursuing necessary medical assistance; 
consequently, self-control emerged as a major theme in the results. The report listed a 
variety of coping strategies identified by the sample of 95 adults which were also similar to 
those used by children in the study by Ryan-Wenger and Walsh (1994). These strategies 
included avoidance or removal of asthma triggers, activity modification, tension-reduction, 
controlling strategies, soothing strategies, and body care strategies. Janson-Bjerklie, et al. 
also found that subjects who were forced to visit an emergency room due to severe asthma 
problems viewed seeking such assistance as a failure on their part to control symptoms, 
thereby suggesting an adult population focused on the personal importance of self­
management.
Studies by Carrieri, Kieckhefer, Janson-Bjerklie, and Souza (1991) and Janson- 
Bjerklie, Carrieri, and Hudes (1986) found that children with asthma use similar coping 
strategies as those used by adults with asthma. For example, self-adjustment of 
medications was a common response to asthma symptoms in both children and adults.
The results of both studies also imply that children and adults with asthma perceive similar 
asthma précipitants (such as allergen exposure and physical exercise), and share similar 
impressions of the intensity and sensation o f asthma (Carrieri, et al., 1991; Janson- 
Bjerklie, et al., 1986). Panic was a common response to dyspnea in adults with asthma, 
who attempted to control their symptoms by remaining calm or seeking social support; 
however, the result o f seeking support often resulted in increased dyspnea (Janson- 
Bjerklie, et al., 1986).
Robinson (1993), in an interview with 31 adults who had chronic illnesses such as 
asthma, found that subjects attempted to cope with their illness by focusing on the normal 
routines in their lives. This allowed them to reframe their lives by shifting the focus away
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from their illness for purposes o f normalization. These results do not imply denial of 
problems, but rather a more complex coping strategy in which the affected person can see 
himself or herself as being able to live life fully while still being aware o f a chronic illness.
Likewise, Chalmers (1984) found that adults with asthma try to minimize focus on 
their disease in order to feel as normal as possible. During interviews with 30 adults with 
asthma, a wide range of additional coping strategies were identified in cognitive, 
behavioral, and expressive strategies. Specifically, adults with asthma used the following 
strategies: comparison of health with others, reflection on past coping ability, focusing on 
positive abilities, noting markers of progress, changing lifestyle to promote health 
(through weight loss or stopping smoking), altering environment to prevent asthma 
symptoms (by eliminating dusty furniture), using humor, and going to work. Compliance 
w th inhaled medications was low, with less than a third of the respondents taking their 
inhalers as prescribed; however, medication regimens were occasionally altered depending 
on anticipatory dyspnea induced by activity. Many participants however, expressed 
feelings of fiustration and powerlessness in socializing, independence, and role fulfillment 
(such as desire for pregnancy) hampered by fears of asthma attacks (Chalmers, 1984).
A study conducted in the United Kingdom (Gregson, Warner, & Radford, 1995) found 
that children with asthma appeared to have better asthma management strategies than 
adults with asthma. For example, only 33 percent of the adults surveyed owned and 
would use a peak flow meter as an objective pulmonary measurement, whereas 80 to 86 
percent of children above the age o f 5 used peak flow meters according to their parents 
who answered the questionnaires. Additionally, 99 percent of the children and their 
families possessed crisis plans if nebulizer treatments were unsuccessful, as compared to 
31 percent of adults.
In contrast, researchers in Austrailia who questioned 501 children and adults with 
primarily moderate asthma, found general poor asthma management especially in the 
young adult population (Bauman, Cooper, Bridges-Webb, Tse, Miles, Bhasale, & Pollock,
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1995). Fewer than 25 percent owned a peak flow meter and even fewer owners used it on 
a  regular basis. Less than 10 percent had a written plan o f action in the event o f an asthma 
attack. Eleven percent o f the subjects, primarily children, had been seen in an emergency 
room for asthma treatment within the past year, and the majority of the sample required 
absences away from work or school as a result o f  asthma problems. Almost twice as 
many subjects who experienced frequent symptoms (rather than infrequent symptoms) 
used daily asthma medication, and 62 percent o f those subjects who experienced frequent 
symptoms usually used preventative medication.
Likewise, from a telephone survey with 772 adults with asthma, researchers found that 
peak flow meter use and written action plans for asthma attacks were uncommon, and 
more than one-half o f those surv^ed reported taking preventive asthma medication prior 
to exposure to asthma triggers such as exercise (Comino, Henry, Mitchell, Bauman, & 
Monaco, 1995).
Girodo, Ekstrand, and Metivier (1992) discussed the importance o f deep 
diaphragmatic breathing exercises in adults with asthma, and found that subjects who were 
randomly assigned to participate in these exercises showed a decrease in both asthma 
medication usage and asthma symptom intensity. When subjects discontinued these 
exercises, once the study was completed, medication usage subsequently rose again to 
similar pre-study levels. The authors stressed the therapeutic advantages o f these specific 
exercises as compared to an increase in general physical exercise.
Similarly, adult patients from an allergist's private practice who had increased panic- 
fear scores on an asthma symptom instrument reported less anxiety and decreased muscle 
tension after learning and performing progressive muscle relaxation exercises (Freedberg, 
Hofiman, Light, & Kreps, 1987). All of the subjects claimed that such exercises would be 
a viable daily asthma coping strategy which they could use, and some subjects stated that 
use of the exercise decreased the time of an asthma attack and improved ability to sleep 
(with minimal asthma symptoms). Although peak flow rates increased following the
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exercise by an average of 77.3 liters per minute, lung volume measurements were not 
statistically altered after exercise.
In another study, over one-half o f 23 Australian adults with asthma who were 
surveyed exercised regularly for improved health, and used preventive measures such as 
inhalers before and during exercise to relieve asthma symptoms (Byrne, Drury, Mackay, 
Robinson, Faranda, & MacAdam, 1993). Within the sample, one-third did not keep 
bronchodilating inhalers accessible, the majority did not use inhalers correctly, and only 
one person used a peak flow meter routinely. However, the researchers determined that 
most of the subjects had good knowledge and attitudes about their asthma, and used 
asthma medication in appropriate patterns.
Experts recommend several activities to avoid progressive worsening o f symptoms 
such as peak-flow meter monitoring, identification and subsequent avoidance of personal 
situations which trigger asthma symptoms, pursed-lip breathing, progressive muscle 
relaxation, position changes to optimize airway exchange, maintenance of written records 
for symptoms and treatments, proper use of inhalers, visiting specialists, and having an 
action plan to manage symptoms (Reinke & HofiBnan, 1992). Similarly, Rupp (1996) 
advocates education, nasal breathing or breathing in humid environments, and gradual 
conditioning o f the body prior to engaging in physical exercise as methods which can 
alleviate or prevent exercise-induced asthma.
Families of Children With Asthma
There is a paucity o f literature which analyzes the family system's connection with 
asthma development and management, although most authors acknowledge that there may 
be a psychological causative component (in addition to physiological, allergic, and 
hereditary causes) to asthma which could stem fi"om family life.
To understand how children with asthma cope, one must also understand how family 
members and peers influence the child's perception of activity limitations and ability to
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function. For example, the reactions of a parent or sibling to a child who experiences 
breathing difSculties can impact how that child leams to manage his or her symptoms, and 
could influence coping strategies from an early age and through adulthood. Additionally, 
parents often serve as the voices of their children who have asthma, by speaking to 
medical personnel on behalf of their children or through participation in surveys designed 
to gather data about asthma management from the child's standpoint. However, parental 
perceptions may differ from a child's perception o f  asthma. Since asthma management 
techniques and asthma education are also integral components in the coping perspective, 
these topics will be included within the literature review. Thus, it is important to 
investigate the influence of these family members' coping styles and perceptions of the 
effects o f asthma upon the child and family unit.
Liebman (1975) postulated that the psychosomatic family possessed characteristics 
such as overprotectiveness, rigidity, enmeshment, and lack of conflict resolution, which 
resulted in maladaptation to stressors which could be manifested in all family members, 
including children with asthma Additionally, Liebman (1976) suggested that family 
members whose children developed chronic asthma proceeded in a sequence of steps from 
overdependence on doctors after initial diagnosis, causing maternal overinvolvement and 
family focus on asthma regimens, which created resentment towards child by siblings, 
manipulative behavior of the child with asthma for more attention, to friction and 
hopelessness among family members.
Likewise, McNabb, Wilson-Pessano, and Jacobs (1986) concluded that children with 
asthma are capable of becoming over-dependent on their parents and the medical system, 
which can be counterproductive since the child must learn self-care. According to a study 
by Khampalikit (1983), school-age children who perceive their asthma as moderate or 
severe were more dependent upon their parents (especially their mothers) for emotional 
support, problem solving, and assistance during stressful situations. Similarly, findings 
suggested that the mother's perception of the severity o f the child's asthma was strongly
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correlated with the child's need for maternal support, although the child's own perceptions 
o f his or her asthma difBculties was a stronger determinant o f dependency behavior 
(Khampalikit, 1983).
Children with asthma may experience guilt about the stress inflicted upon their family 
members by their illness (Scheinholtz, 1992). Consequently, Caroselli-Karinja (1990) 
suggested that a child's asthma symptoms can sometimes significantly decrease when 
temporarily separated fi"om the family. The author recommended family treatment which 
included relaxation techniques for the affected child, and encouragement of normal 
developmental activities with peers without restrictions imposed by the parents.
In a study with predominantly low-income Black or Hispanic caretakers of children 
with asthma, Mailick, Holden, and Walther (1994) found a significant relationship between 
perceived impact of asthma and personal strain, financial concerns, and family isolation on 
the children's guardians. The caretakers reported a fi-equent use of the coping strategies of 
religion, illness acceptance, active coping, planning, and seeking social support to manage 
their stress associated with caring for children with asthma. Consequently, Mailick, et al. 
(1994) recomended that children attend an asthma camp to reduce personal strain in 
caretakers and improve self-management skills.
Mothers of school-age children with asthma reported having insufficient extrafamiüal 
support when compared to mothers of healthy children, although social support was 
reported as being available to both groups. In addition, the mothers of children with 
asthma in this study noted more behavior problems in their children (Hamlett, Pellegrini, & 
Katz, 1992). These results seem to imply that mothers o f children with asthma experience 
increased stress and lack an outlet in which to share their ideas and concerns with other 
support systems outside of the family.
In a maternal coping study with primarily middle class Caucasians, researchers found 
that there was a significantly high correlation between early parenting difBculties and onset 
o f asthma in infants of parents who did not have asthma. Infants of mothers who were not
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coping well with being a new parent had a greater frequency o f  developing asthma related 
illness, regardless o f maternal age (Mrazek, D., Klinnert, Mrazek, P. & Macey, 1991).
In contrast, Burkhart (1993) focused attention specifically upon three mothers of 
children with various chronic conditions, (who most frequently are the primary 
caregivers). In a qualitative, descriptive design, all three mothers in the sample possessed 
qualities o f  effective coping in which they perceived their children as healthy and capable 
of normal activities; however they also voiced that they themselves had to be healthy for 
other family members' sakes.
Kieckhefer (1987) found that parents' perception o f the general level of health o f their 
children with asthma was more significantly correlated with illness management behavior 
than with the children's own perception of their health. The author proposed that children 
with a chronic illness do not perceive their general level of health as stable as compared to 
their parents.
Regardless o f the etiology behind asthma, all family members experience some degree 
of stress caused by the disease, especially if the child is hospitalized as a result of an attack 
(Price, 1985). Asthma can affect family activity, coping strategies, school studies, and 
confidence of the affected child (Larter, Kieckhefer, & Paeth, 1993). The nurse can assist 
family members by encouraging them to create adequate social support systems and utilize 
family resources, determine their knowledge about asthma, and alleviate misconceptions 
regarding the disease through education.
Asthma Treatment & Education
It is also important to determine if asthma education positively impacts the coping 
abilities of children with asthma. Currently, increases in hospitalization, mortality, and 
emergency room visits caused by asthma do not reflect effective coping (Nicklas, 1989; 
Weiss & Wagener, 1990), although many people with asthma receive some type of 
training in asthma self-management from their healthcare provider. Most studies however
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reflect asthma education's strong influence in improving coping ability with the disease 
(Wigai, Creer, Kotses, & Lewis, 1990). A review of several childhood asthma self­
management programs demonstrates their ability to improve treatment o f asthma 
symptoms in children (Wigal, et al., 1990).
Detwiler, Boston, and Verhulst (1994) demonstrated that attendance of asthma 
educational programs which incorporate problem solving techniques can impact children 
as young as 4 years old. In their study, children with asthma between the ages o f 4 to 8 
showed a statistically significant reduction in medical care facility utilization as a result of 
attending educational and play sessions on asthma management designed for them and 
their parents. Subsequently, the parents reported decreased anxiety about their childs' 
asthma management skills after participating in the educational program. However, 
control groups were not utilized, and the results o f the children may have been more 
attributable to the parents' influences from attending the sessions (Detwiler, et al., 1994). 
Likewise, parents in another study (Moe, Eisenberg, VoUmer, Wall, Stevens, & Hollis,
1992) voiced and demonstrated a significant increased level of self-assurance in being able 
to deal with their children's asthma episodes immediately after attending an asthma 
management program with their children.
Clark, Feldman, Evans, Duzey, Levison, Wasilewski, Kaplan, Rips, and Mellins 
(1986) found that children with asthma from the ages o f 4 to 17 used postural drainage, 
relaxation exercises, and calming methods significantly more that children who were not 
included in a health education program designed to improve management of asthma. In 
addition, the participating children had less apprehension about school errors and asthma 
restrictions upon completion o f the program.
Gajos (1992) reported that children with asthma and their parents verbalized benefiting 
from attending a five week training session concerning asthma self-management 
techniques such as relaxation methods, diaphragmatic breathing, and inhaler usage. 
Following the training, some parents attempted to reduce asthma triggers in the home
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environment, and the children's teachers noted correct inhaler technique, less shallow 
breathing, increased use o f relaxation techniques, and improved peer support among the 
children.
Attendance of asthma camps can also improve self-management behaviors in children. 
In particular, peak flow meter use increased in 90 children with asthma between 6 and 12 
years of age from 50 percent to 95 percent after attendance of asthma camp. Six months 
later, peak flow meter use was 87.7 percent, and there were less outpatient visits and 
missed school days caused by asthma in camp participants (Sorrells, Chung, & 
Schlumpberger, 1995). Also, children who attended a five day asthma camp program 
demonstrated a significant increase in their knowledge about asthma and its management, 
and were better able to name their medicines and identify personal asthma triggers 
following the camp; therefore demonstrating short-term improvement (Frost, Kieckhefer, 
& Rubino, 1988).
Children between the ages of 8 to 13 years who attended an asthma coping 
educational program consisting of ten one hour sessions demonstrated increased 
knowledge about their asthma, significant decrease in anxiety level due to asthma, greater 
improved inhalation technique, and a greater ability to cope with their illness when 
compared to similar children who were not included in the experimental group (Colland,
1993). Specifically, asthma coping was measured by questionnaires given to parents and 
children as pre-tests and post-tests, and medical diaries were used to record symptoms, 
activity restrictions, school attendance, peak flow rates, and medication use. At the six 
and twelve month evaluations, the children in the experimental group showed a 
progressive decline in their retainment of the knowledge and skills learned in the program. 
However, their parents reported that the children were still better able to cope one year 
later (as compared to pre-experimental levels) as demonstrated by significant levels of 
reduced school absenteeism, less activity restriction and awakening at night due to asthma, 
fewer visits to the physician or school nurse's office, and a reduction in asthma symptoms
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
25
overall. The children also felt more confident in their ability to manage asthma in various 
situations, and reported feeling more comfortable with their illness (Colland, 1993).
McNabb, Wilson-Pessano, Hughes, and Scamagas (1985) found that school-age 
children had significantly less emergency room visits over twelve months and more 
knowledge about asthma coping strategies after participating in four 45 minute 
customized asthma management sessions. Likewise, a one-on-one education program 
consisting of nurse visits to the homes o f children with asthma who often missed 
scheduled medical appointments and had poor coping strategies resulted in the child 
demonstrating increased knowledge about asthma management and fewer visits to the 
hospital or emergency room for immediate symptom care one year after the program 
ended (Baxmann & Klimo, 1989).
Another asthma self-management program designed for hospitalized inner-city children 
which used videotape, nurse discussion, and written materials was effective as 
demonstrated by fewer emergency room visits 15 months after being given to subjects 
(Taggart, Zuckerman, Sly, Steinmueller, Newman, O'Brien, Schneider, & Bellanti, 1991). 
As a result of the children participating in this program, their parents noticed substantial 
improvement in their children's coping strategies during an acute asthma attack, although 
the post-study time frame in which these parents were questioned is unknown. Significant 
effects with regards to increased knowledge and personal control were reported upon 
completion of post-tests by the children immediately following program participation 
(Taggart, et al., 1991).
It is possible however, that children reach a saturation level in which increasing the 
knowledge about asthma (in children who already have greater than average knowledge 
on the disease) does not improve coping behavior. This suggestion was made by Rubin, 
Bauman, and Lauby (1989) after noting a significant improvement in behavior in children 
with asthma who initially had low knowledge levels and received asthma education. 
Subjects, who consisted of 91 primarily Hispanic or Black children from the Bronx who
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
26
were between the ages o f 7 to 12 years, completed questionnaires independent of the 
parents. Results also indicated that subjects o f higher socioeconomic status who were less 
anxious, demonstrated better behavioral adjustment, and had more asthma knowledge 
received the best scores in appropriate asthma management.
In contrast to these studies whose findings indicate improved asthma management 
techniques following attendance o f programs, a meta-analysis of several self-management 
educational programs found that there was not a reduction in asthma attacks, school 
absenteeism, behavior, attitudes, hospitalizations, morbidity, or emergency room visits 
following program attendance, despite the comprehensiveness o f teaching interventions 
used (Bemard-Bormin, Stachenko, Bonin, Charette, & Rousseau, 1995).
In particular. Shields, Griffin, & McNabb (1990) found attempts unsuccessful in 
reducing emergency room visits in Afiican-American children with asthma who lived in 
the inner-city. The researchers encouraged them to participate by class and telephone in 
an asthma management program; however, results did not reveal a significant decrease in 
health care utilization one year later by those attending the program. Also, Kubby and 
McClellan (1984) determined that school-age children with asthma who attended self-care 
programs conducted by nurses had a greater internal health locus of control, but their 
study did not find a difference in the self-care activities which they performed in 
comparison to those children who did not receive self-care instruction.
The results o f a study which focused on the impact of an asthma education self­
management program upon adults, implied that participation in such programs may not 
significantly alter the distress experienced from asthma (Hyland, Ley, Fisher, & 
Woodward, 1995). When the questionnaire responses of 69 adults who attended an 
asthma education clinic were compared with responses from 61 adults with asthma who 
did not attend the clinic, there was little difference between scores o f both groups 
regarding fear o f  being unable to cope with an asthma attack. In fact, the researchers 
suggested that asthma management programs which focus upon monitoring and problem­
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solving may cause excessive preoccupation about the disease thereby resulting in increased 
anxiety. In contrast, Maes and Schlosser (1988) concluded that adults who attended three 
hour long group training sessions (which lasted eight weeks and covered topics such as 
breathing exercises and physiotherapy) had less preoccupation with their asthma and took 
fewer daily corticosteriod medications. However, overall results indicated that subjects 
did not demonstrate use o f improved asthma coping strategies following attendance of the 
training sesssions (Maes & Schlosser, 1988).
Summary of Literature Review
According to the studies examined, children with asthma perceive themselves as being 
different from their peers, burdening their families, insecure about their general level of 
health, more dependent upon significant others, and capable of using different coping 
strategies which vary in effectiveness and may even be considered maladaptive at times. 
The female gerider and increasing age are sometimes more highly correlated with adaptive 
coping, therefore implying decreased coping ability in a young, male population; however, 
not all studies agree on this point. It is more certain that children with asthma and their 
families have difficulty coping with their disease, depending on the severity of asthma, 
when compared with their healthy counterparts (Khampalikit, 1983). This decreased 
coping ability affects their activities, perception o f self-control, movement towards 
independence in health management, and self-esteem. The poorly coping child with 
asthma grows to be an adult who continues to experience difficulty coping with his or her 
illness, especially if effective coping strategies were not learned at an early age.
The literature review suggests that there is a limited amount of research which 
specifically addresses children's coping strategies with asthma and a presence of conflicting 
information with regards to effects of demographic variables and most frequent or 
effective coping strategies used. Presently, the most extensive scientific knowledge base 
of children's perspectives on coping with asthma is limited to the research conducted by
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Ryan-Wenger and Walsh (1994) which compares a number of variables with coping 
strategies mentioned. Therefore, this study will attempt to validate and augment the 
findings of Ryan-Wenger and Walsh (1994) by replicating their study and addressing the 
acknowledged problems found in their 1994 study. For example, this study will employ an 
anticipated convenient, but larger and more diverse population. In addition, it will include 
other questions on the demographic instrument and SCSI which may further explain any 
potential differences in findings. Specifically, these questions will address types of 
environmental triggers, use of physiological instruments to monitor symptom progression, 
additional coping measures, previous attendance of asthma camp, medications used, 
duration of asthma, and fi'equency o f medical visits. In addition, this study will employ a 
nursing theory to explain and examine the coping process of children with asthma.
Conceptual Framework
The conceptual framework utilized within this study is a nursing theory based upon 
cognitive, biological, and nursing perspectives, which emphasizes the concepts o f stress 
and coping - concepts central to this research. The theory o f Erickson, Tomlin, and Swain 
(1983) proposes that stress provokes an individual to examine his or her coping resources 
and utilize appropriate coping techniques based upon the severity of the stressor and one's 
own basic need level so that the individual can adapt to any threats to equilibrium. This 
theory is applicable to this study because it will provide a framework to examine how an 
individual copes with the stressor o f asthma, and it will describe how coping styles differ 
based upon available resources (such as previous asthma training) and other demographic 
variables.
Erickson, et al. (1983) incorporated prior ideas from the works of Maslow (1970), 
Erikson (1963), Piaget (1963), and Selye (1976) amongst other influential theorists to 
establish the Adaptive Potential Assessment Model (APAM) which encompasses 
mobilization of one's own coping resources as compared to adaptation to stressors. The
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coping states of arousal, maladaptive and adaptive equilibrium, and impoverishment 
represent the degree to which the individual can cope with stressors in his or her situation.
This relatively new theory (Erickson, et al., 1983) is applicable to all age groups. The 
authors repeatedly acknowledge developmental aspects o f  psychological and cognitive 
stages with respect to the concepts discussed. The ideas o f adaptation, self-care, and 
achievement of basic needs, which are part o f the APAM (Erickson, et al., 1983), are 
appropriate in very young populations because people o f all ages are viewed as unique and 
capable of achieving their goals (such as the goal o f personal health). However, goals and 
perceptions will vary according to influencing factors such as age, previous experiences, 
and resources of the individual.
This theory (Erickson, et al. 1983) appears to be applicable to school-age children 
who are learning to help themselves and prevent future health problems; however, there is 
little published research to support the APAM*s use with children. Stein (1989) attests 
that the APAM is generalizable to "individuals of all ages" since it is "considered a general 
developmental theory o f human functioning;" thus 'modification' of the APAM for use in a 
strictly pediatric population would be unnecessary since the theory is readily applicable to 
children.
The APAM (Erickson, et al., 1983) is useful in guiding this study because the concepts 
of coping and reacting to a chronic disease are integral components which are included in 
both the theory and in the current study. The theory's concepts are linked by the 
proposition that developmental level influences basic need satisfaction, and psychosocial 
and physiological needs. An individual's maturity level will thus influence coping ability 
and choice of coping strategies. Coping ability will also depend upon severity of new 
stressors, availability of self-care resources, knowledge, and ability to take action.
Erickson, et al. (1983) defines coping within the theory as a potentially adaptive or 
maladaptive process o f struggling with and managing encountered stressors. Depending 
upon the strategies used to manage a stressful situation, the outcome can be directed
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towards health or illness. A stressor invokes the anxiety state of arousal which prompts an 
individual to mobilize coping strategies. A stressor is a situation or stimulus which 
provokes tension in an individual, and is perceived as either a threat or a challenge. If 
stressors are perceived as a challenge, then there is a greater potential for growth and 
development and achievement of health; however, a threatening stressor could reduce the 
amount of energy available to confront stress.
A state o f  health does not require that the individual be free from malady, however, it 
does require that there is dynamic equilibrium between subsystems. Subsystems are the 
integrated components of the individual, which include biophysical, psychological, social, 
and cognitive characteristics that influence each other to affect the entire system or human 
being. These subsystems must be in a state of dynamic equilibrium in order for health to 
exist, in which case there would be adaptation to stressors by reacting to stressors in a 
positive fashion.
Concepts o f Theory
The APAM (Erickson, et al. 1983) incorporates the concepts o f modeling and role- 
modeling, which allows the nurse to gain an understanding of the clients' views, goals, and 
potential to utilize coping responses. This understanding allows the client (whether child, 
adult, or family) and nurse to mutually set goals that are both realistic and healthy, and at 
the same time encourages the client to assess coping strategies. Ultimately, the client will 
be able to help himself or herself as much as possible because the nurse has provided the 
nuturance needed to assist the client to achieve optimal health on a holistic level. Nursing 
activities, such as encouraging the individual to use self analyzation of coping strategies, 
will allow the person to examine personal strengths and weaknesses and identify health 
related goals.
According to this theory, children with asthma first depend upon others such as nurses 
or their guardians to leam effective coping skills in order to eventually obtain
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independence from their support systems. Through modeling, the nurse or caregiver helps 
the client to determine if current coping techniques are adequate to manage stressors. In 
order to perform this function, the nurse must have unconditional acceptance o f the client 
so that he or she feels at ease in openly discussing stressors and coping styles. The nurse 
must also understand that individuals are subsequently unique due to genetic variations, 
different levels of growth and development, and past experiences which affect the degree 
to which they are capable o f adapting to stress and utilizing self-care knowledge.
The APAMs (Erickson, et al., 1983) recommended nursing activities include problem 
solving through an interpersonal nursing process which emphasizes listening, analyzing, 
and evaluating. These actions help to improve trust with the client, encourage client self- 
analyzation o f strengths, and help to identify healthy goals. Therefore, the nurse does not 
immediately diagnose a problem and plan a treatment without first establishing rapport and 
listening to the client's concerns. Within this study, these actions are essential in 
understanding the concerns and coping strategies of the child with asthma from his or her 
own point of view.
Asthma, which is a stress invoking disease, produces situations in which the child has a 
high level of anxiety and feels a loss of self-control. Symptoms of the illness can be 
stimulated by a wide range o f psychological, cognitive, or physical etiologies, which 
makes asthma in itself a difficult disease to control because it invokes the need for 
coordinated assistance from all subsystems of the holistic individual. These symptoms 
consequently affect the child's adaptation to stress and range of coping strategies; 
however, other aspects such as age, gender, experiences, and upbringing will also affect 
coping ability. Theoretically, a young child with asthma will have less experience in 
coping with respiratory disease and will have fewer coping strategies in his or her 
repertoire than an adult with asthma; however, that child is still capable o f building a base 
of knowledge and skills to use from which to adapt to asthma. By using such skills as 
relaxation, problem solving, and avoidance of asthma stimulants to improve breathing, the
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child with asthma is capable o f providing self-care according to this theory (Erickson, et 
al., 1983).
Although each person is intrinsically different and consequently has a unique internal 
model of the world, there is a hierarchy o f physical and psychological basic needs common 
to all people (Erickson, et al., 1983). However, each individual's perception of having 
attained those needs will vary from person to person. Any unmet needs will produce 
anxiety and stress so that the person must use self-care resources. The ability to breathe is 
a high priority within the hierarchy o f basic physical needs in this theory, and any decrease 
in the ability to obtain successful respiratory effort will create anxiety which stimulates the 
desire to cope with that problem and breathe effectively. The individual with asthma will 
be unable to devote any significant attention to more complex but lower level needs until 
problems in meeting higher level needs (such as respiration) are resolved. As a result, the 
child with asthma may be restricted in the enjoyment associated with socialization due to 
physical or emotionally exhausting activities which produce asthma symptoms.
Individuals will always be confronted with stressors which are either internal (created 
within oneselQ or external (created by the environment), but the goal of health caimot be 
achieved unless individuals are successful in coping in a positive manner with these 
stressors. When an individual borrows energy from other personal subsystems in order to 
deal with stress, the entire system is in a maladaptive state so that growth does not occur. 
It is also possible though for a state o f non-stress to exist, when an individual is in 
equilibrium; however, the states o f arousal and impoverishment frequently occur in 
stressful situations (Erickson, et al. 1983).
Asthma symptoms are negative stressors which induce a feeling of impending doom 
wherein the individual is motivated to cope within the state o f arousal. The child with 
asthma attempts to mobilize his or her resources and achieve a state of dynamic 
equilibrium, but to do so requires that other subsystems within the body donate their 
energy supplies in an effort to decrease the stressor of asthma symptoms. Therefore, the
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the system can be in maladaptive equilibrium with possible impoverishment unless good 
coping strategies are used to overcome asthma symptoms.
The Erickson, Tomlin, and Swain theory (1983) provides a coping framework in 
which the person can assume some responsibility for their own health by learning how to 
care for themself and overcome frustrating obstacles which may impede progress towards 
well-being. Ultimately, children with asthma are responsible for controlling their disease 
and seeking assistance when their symptoms become unmanageable. The nurse, through 
role-modeling, modeling, and nuturance assists them by creating individualized 
interventions that would successfully manage asthma problems.
Research Questions
1. What coping strategies are named most frequently and cited as most effective by 
school-age children with asthma?
2. What coping strategies are named least frequently and are cited as least effective by 
school-age children with asthma?
3. What are the most frequently named triggers o f  asthma problems or attacks according 
to these children sampled?
4. What is the relationship between the variables o f age, gender, race, educational level, 
medication usage, previous attendance of an asthma camp, use of peak flow meters, 
and duration o f asthma with the frequency and effectiveness of different coping 
strategies used by school-age children with asthma?
Assumptions o f the Study
1. Children and their guardians who complete the study will be truthful. Children will 
answer the questions as independently as possible.
2. Children and guardians will be able to read and understand the questions asked of 
them. Parents or guardians will be willing and able to explain to the children the 
meaning of any questions which they may not understand.
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3. School-age children with asthma are aware of their health problems associated with 
asthma, and are capable o f relaying information about symptoms and management 
techmques to others.
Operational Definitions
Coping strategy - method used to cope with circumstances or situation which may 
provoke internal frustration or distress. Strategies may be categorized as either social 
support, problem solving, distraction, avoidance, relaxation, aggression, emotion, or 
physical exercise. Coping strategy is measured in this study with the SCSI instrument 
which scores answers on a scale o f 0 to 3 for frequency and effectiveness of strategy. 
Answers range from (0) "never" or "does not help" to (3) "most o f the time" or "helps a 
lot," with greater numerical scores representing strategies which are deemed most helpful 
or useful.
Frequency - how often a coping strategy is used over time.
Effectiveness - the perceived degree of relief from symptoms or usefulness of a coping 
strategy when having asthma problems.
(The method by which frequency and effectiveness of coping strategies are assessed is 
the numerical total obtained from the responses to the questions (on the SCSI) which 
pertained to frequency and effectiveness. Lower totals reflect decreased use and utility of 
a coping strategy over time.)
Precipitant of asthma problems - an element which causes or contributes to breathing 
difficulties, which is measured according to the frequency of responses numerical for each 
suggested precipitant.
School age child - 8 to 13 years o f age.
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CHAPTERS
METHODOLOGY
This study replicated the descriptive study originally performed by Ryan-Wenger and 
Walsh (1994), which sought to measure frequency and effectiveness o f coping strategies 
in school-age children with asthma by using the Schoolageris Coping Strategies Inventory 
(SCSI). The SCSI was used in this study in conjunction with a demographic questionnaire 
similar to the questionnaire created by Ryan-Wenger and Walsh (1994); however, there 
were additional questions on both questionnaires which helped to provide an objective 
impression o f  coping effectiveness in subjects. For example, medication usage and 
hospital or emergency room visits were compared with the children's perception o f the 
effectiveness o f  coping strategies used. In addition, children were given the opportunity 
to list other coping strategies which they used to manage their asthma which may not be 
mentioned on the SCSI.
Research Design
This study incorporated a descriptive design to determine the frequency and 
effectiveness o f  coping strategies used in childhood asthma management. It also utilized a 
correlational design which analyzed the relationship between frequency and effectiveness 
of coping stratèges with various demographic variables. The demogaphic questionnaire 
requested the parent to acknowledge the presence o f other chronic illnesses (besides 
asthma) in the child, which may compound the stress already caused by asthma.
35
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Sampk
The sample population consisted of approximately 750 school-age children with a 
clinical diagnosis of asthma as defined by criteria from the National Heart, Lung and 
Blood Institute (Rachelefsky, et al. 1993). In addition, subjects had the following 
qualifications: recipient o f American Lung Association of Nevada (ALAN) mailings, age 
8 to 13 years (as determined by ALAN records) and residence in Nevada. The sample 
included children who represented a broad variety of socioeconomic goups and races. 
The target population included all school-age children in the United States who met age 
and diagosis criteria.
The two questionnaires and explanatory letters addressed to both parent and the child 
were mailed to the available sample population utilizing the mailing list of the ALAN, 
therefore utilizing non-probability sampling with a convenience sample. This mailing list 
was created in cooperation with public school system of Nevada in an attempt to identify 
all children with asthma who attend third and fourth gades in Nevada's public schools. 
The ALAN distributed the aforementioned items in one large mailing. By returning the 
completed questionnaires, both the guardians and children are gave their consent to 
participate in the study.
Measurement Instruments
Two questionnaires were used in this study; the SCSI and one which gathered 
information regarding demographic and asthma related variables (Appendix II & IQ). The 
demogaphic questionnaire asked parents to mark the appropriate response regarding each 
of the variables of age, race, gender, educational level, presence o f other chronic illnesses, 
asthma severity, duration o f asthma, medications used (including frequency of nebulizer 
treatments), use o f peak flow meter, previous attendance at asthma camp, visits to the 
hospital or emergency room, and school days missed due to asthma symptoms. Responses 
on the demogaphic questionnaire were scored by tabulation o f similar answers for
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subsequent percentages. Answers were coded numerically on an ascending scale for easy 
comparison of data on final analysis.
The SCSI is comprised o f 26 questions which assess children's perceived coping 
abilities in response to a stressor, which was asthma. In particular, the instrument 
examines the frequency and effectiveness of various coping strategies generally used by 
young children to manage stressors. Children are given the option of selecting one of four 
responses for each question in categories of frequency and effectiveness of strategy used. 
These responses are coded on a scale o f 0 to 3, with each scale of frequency and 
effectiveness receiving a possible total score of 78. Within the SCSI are several broad 
types of coping strategies, (such as relaxation and social support), which were previously 
developed by Lazarus (1984) and used in the study by Ryan-Wenger and Walsh (1994) for 
description purposes. However, children only choose from specific types of actions rather 
than from the categories named by Lazarus (1984). The terms used for classification of 
coping strategies are defined as follows to clarify their presentation within the study under 
investigation:
Social support - actively enlisting the assistance of others to comfort or provide 
assistance during a particular situation. A positive coping strategy.
Problem solving - attempting to resolve or deal with difficulties immediately at hand 
through personal attempts to intervene with the source or symptoms created by the 
problem. A positive coping strategy.
Distraction - an attempt to focus attention away from the immediate problem by 
engaging in other unrelated activities. This is a negative strategy if used when symptoms 
are severe and help is required to alleviate the problem.
Avoidance - similar in definition to distraction; however, attention may not be 
diverted by other activities. The person may not want to attend to the situation with any 
intervention, and thus may cause further worsening of the problem (which would be a 
negative strategy).
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Relaxation - a way of decreasing tension or anxiety, which is viewed as a positive 
coping strategy.
Aggression - hostile behavior or action against others, which is perceived as a negative 
coping strategy.
Emotion - a coping strategy which involves expression o f feelings (other than anger 
which is categorized as aggression) as an outlet to a distressing situation. Viewed as a 
positive coping strategy in young children, but can be seen as negative in adolescents or 
adults.
The SCSI was modified in this study to include an additional two questions which 
requested children to name additional coping strategies which they used and their most 
common personal précipitants o f an asthma attack or problem. The results o f these two 
additional questions were considered separately fi’om the results o f the SCSI, so as not to 
alter reliability and validity.
Ryan-Wenger (1990) described the SCSI's dependent and resultant adequacy in 
measurement o f effectiveness and fi'equency of coping strategies. The author concluded 
fi'om various tests with school-age children, that the SCSI generally demonstrated 
attributes of both reliability and validity, although lack o f testing with racially diverse 
subjects was acknowledged. In addition to using a panel o f child development experts, the 
researcher also used group discussion and pilot testing techniques with healthy Caucasian 
school-age children in order to improve the instrument and validate appropriate reading 
level of ages 8 to 12.
Results o f testing and comparison of the SCSI with other similar self-report 
instruments which also measured coping, such as the Feel Bad Scale (Lewis, Seigel, & 
Lewis, 1984) and Self-Esteem Inventory (Coopersmith, 1981), resulted in an internal 
consistency of 0.85, Cronbach alpha scores between 0.76 to 0.79, and test-retest reliability 
scores of 0.73 to 0.82 with significantly high correlations (Ryan-Wenger, 1990). The 
author noted that the assumptions o f normal distribution, homogeneity of variance, and
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independent observations were met for the SCSI. According to the author, all comparison 
instruments (which specifically measured coping style, self-esteem, and stressors) 
correlated well with the SCSI (which measures stress-coping strategies). Internal 
consistency scores ranged up to 0.98, with the exception o f one instrument, the Coping 
Inventory (Zeitlan, 1985) which gave a significant score o f 0.52. Ryan-Wenger (1990) 
explained this result by stating that this particular comparison instrument may have been 
measuring a different aspect of coping which was not measured by the SCSI, since the 
latter instrument is presumed to measure coping strategies and not coping styles. 
Consequently, the use o f this one instrument for examining construct validity on the SCSI 
may have been inappropriate; however, at the time o f this study, there was a lack of 
published instruments which examined children's coping strategies on a self-report basis to 
use for comparison with the SCSI.
Ryan-Wenger and Copeland (1994) remedied a limitation of lack of racial diversity in 
the above study by demonstrating content and criterion related validity and internal 
consistency reliability o f the SCSI with Afiican-American school-age children. Alpha 
coefficients for fi'equency and effectiveness were 0.80 and 0.73 respectively, and ANOVA 
between groups verified that children who had few or no stress-related complaints or 
problems coped more effectively than children who often presented with these problems.
Procedure
Members of the ALAN who met the aforementioned requirements received a cover 
letter explaining the purposes and content o f the study and questionnaires, and the SCSI 
and demographic questionnaire. Questionnaires were returned to the researcher in pre­
paid return envelopes. Forms were included in the study if they arrived within a two 
month period, and any forms which were returned following that time were discarded. All 
respondents were assured anonymity if they agreed to participate in the study, and were 
offered final study results if desired.
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On the SCSI, children were instructed to answer all questions in relation to coping 
with asthma problems either before, during, or after an asthma attack. On the cover letter, 
parents were encouraged to assist younger children who had difiBculty reading and 
answering the questions. Parents or legal guardians were requested to complete the 
demographic questionnaire which accompanied the SCSI.
Data Analysis
As much as a 70 percent non-response rate can be expected during a mailed survey. 
This figure is based upon the low number o f surveys generally returned in the mail. Due 
to the diversity of demographic variables within this study, the results should still be 
reflective of the target population, although a large randomized population would yield 
more reliable results.
The objective of this replication study was to verify and augment the results obtained 
by Ryan-Wenger and Walsh (1994). The demographic data obtained from this study was 
analyzed with SPSS computer programs according to central tendency and dispersion 
analysis. Likewise, there were similar analysis methods of the data obtained from the 
research questions. Data was coded for computer entry purposes, and was presented in 
table format (Appendix VII). If a participant failed to answer a particular question, it was 
not included in the data analysis; subsequently, responses were tallied and summarized 
based upon existing data, and data was cleaned. Results included percentages which 
displayed frequencies o f coping strategy and asthma trigger responses chosen as well as 
demographic information. These results were later compared with findings obtained from 
the literature review which discussed asthma triggers and coping strategies in children.
The level of significance (p value) for all statistical tests was set at 0.05 or less.
Correlation was used to independently analyze the relationship between frequency and 
effectiveness of coping strategies with the variables of age, educational level, number of 
times of previous asthma camp attendance, duration of asthma, amounts of asthma
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medication used, peak flow meter use, visits to emergency room or hospital for asthma 
treatment, missed school days, and severity o f asthma. This study obeyed the Pearson 
Product Moment Correlation Coefficient's requirements for two measures on each subject 
at the interval data level. Each o f the above variables were interval level, with 
assumptions met for use o f correlation. Variables were graphed in scatter diagrams to 
confirm linear relationships before correlation was used. Any correlations between 
variables were ranked as having a strong relationship if the r-value is 0.70 to 1.00. In 
order to assess the meaningfiilness o f the r-value, the coefficient of determination (r2) was 
used to measure variance between variables with a confidence interval o f 95 percent.
T-tests were used to determine impact of gender, a nominal variable, on subject 
responses o f fi^equency and effectiveness o f coping strategies. Analysis of variance 
(ANOVA) determined differences among responses between races upon analyzing scores 
for firequency and effectiveness o f coping strategies. The data compared met both t-test 
and ANOVA requirements which mandate nominal level variables with two levels for the 
independent variable and ordinal level data for the dependent variables o f fi’equency and 
effectiveness. Also, assumptions for independence were met in addition to normal 
distribution of the dependent measure and homogeneity of variance.
The Mann-Whitney U statistic was used to determine if coping strategies were deemed 
less effective in the child who had other chronic illnesses besides asthma in comparison to 
the child who only had asthma. This test is nonparametric and can be used with an 
independent variable which is ordinal, such as amount of other chronic illnesses besides 
asthma.
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CHAPTER 4 
RESULTS
This chapter presents the results o f this study, first describing the sample of 
participants and their subsequent responses. Each research question receives statistical 
analysis, with further critique and exploration of the study to follow.
Sampling Source
Initially, 717 questionnaires were mailed to the parents of children with asthma firom 
the 1996 mailing list of the American Lung Association of Nevada (ALAN). The families 
who were originally invited by mail to participate in this study had children in grades 3 and 
4 who attended public schools in Nevada. Only 55 responses were received over two 
months, and two responses were immediately discarded because the parents wrote that 
their children no longer had asthma.
Due to a poor return rate o f 7.4% with the initial mailing, the investigator attempted to 
improve response to this study by mailing questionnaires to the families o f 59 children who 
attended ALAN asthma camps in northern and southern Nevada in the summer o f 1997. 
According to ALAN representatives, these children attending asthma camp may not have 
been included in the initial mailing for this study. For example, not all camp participants 
were attending schools in Nevada at the time in which the mailing list was created. Also, 
asthma camp usually attracts older children in grades 5 through 8. The inclusion of 
asthma camp participants through a second mailing provided a sample with a broader 
range of ages. The responses o f two 7 year old children who participated fi-om the second
42
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mailing were not included in the study due to Ryan-Wenger’s (1990) findings that the 
SCSI was only reliable with children age 8 or older.
The second mailing to asthma camp participants was completed after these children 
attended an ALAN asthma camp. (The ALAN forbids research with asthma camp 
participants during camp.) Of the 59 additional questiormaires distributed by mail, only 12 
were returned within the allotted one month time period. This provided only a slightly 
better response rate o f 20.3%, with a total combined return rate o f 8.4% for the study.
The total accessible population consisted o f776 school-age children with asthma. Of the 
total 65 questionnaires received and included in the study, several were received with 
substantial portions incompleted; five were missing demographic questionnaires, two 
were missing SCSIs, and another two lacked fully completed SCSIs.
Hemographics oLSampie
The characteristics o f  the sample population (Tables 1-14) were analyzed using 
descriptive statistics for both the demographic and SCSI questionnaires. There were five 
to seven missing pieces o f  data for each of the following thirteen demographic analyses 
because questions were either unanswered or demographic forms were not returned.
The total o f 65 participants ranged in age fi-om 8 to 12 years (Table 1), but the 
majority of children (73.9%) were 9 to 10 years old (M = 9.4, SD = 0.887). Although 
participants included children from grades 2 through 7 (Table 2), younger children were 
expected to dominate among participants because the population primarily consisted of 
third and fourth grade students (81.6%). Distribution o f the sample according to gender 
was 36 (55.4%) males and 24 (36.9%) females (Table 3). Most children were Caucasian 
(a = 45, 69.2%), although African-American (a = 4, 6.2%), Hispanic (a  = 7, 10.8%),
Asian (a =  1, 1.5%), and other (a = 2, 3.1%) races were represented (Table 4).
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Asthma Characteristics
Only 6 children (9.2%) reported suffering from severe asthma according to their 
parents or guardians, while the majority o f the sample reported having either mild (n = 34, 
52.3%) or moderate (a = 20, 30.8%) asthma (Table 5). The sample had been living with 
asthma for a mean duration o f 5.8 years (SD = 2.34), (Table 6). Twenty-five (38.3%) 
children had asthma for 7 to 10 years, and 24 (36.9%) children had asthma for 4 to 6 years 
at the time o f data collection. Ten children (15.3%) had been diagnosed with asthma for 
less than 3 years, but no child had an onset of asthma for less than one year. Four children 
(6.2%) were believed to have another chronic illness in addition to asthma; however, 
most of the sample (a = 56, 86.2%) denied presence of other chronic illnesses (Table 7).
This sample had generally not participated in any former asthma camping experience 
(n = 49, 75.4%), although 11 children (16.9%) had been to an asthma camp previously 
(Table 8). The frequency of those who attended camp at least once was 8 (12.3%), while 
two persons each attended an asthma camp two (a = 2, 3.1%) and three (n. = 2, 3.1%) 
times in the past (Table 9). Any peakflow meter use by the sample was often seldom or 
irregular (Table 10). Twenty-nine (44.6%) children never used a peakflow meter to 
document pulmonary function. Peakflow meters were used a few times a month by 14 
(21.5%) children, a few times a week by 4 (6.2%) children, and on a daily basis by 11 
(16.9%) children.
Asthma medication use was often on a daily basis (n = 30,46.2%), but 6 (9.2%) 
children never used asthma medicines (Table 11). Fifteen (23.1%) children used asthma 
medicine less than once a month and 9 (13.8%) children used asthma medicine more than 
once a month. One parent or guardian wrote that the four options given on the 
questionnaire for frequency o f asthma medication use were inadequate in describing her 
child's needs. Most respiratory treatments were required by the sample a few times each 
year (n=  35, 53.8%), (Table 12). Other participants responded that respiratory
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treatments were needed each week (a = 9, 13.8%), each month (a  = 6, 9.2%), and never 
(a = 9, 13.8%). One to five visits to the emergency room or hospital in the last year for 
asthma related problems accounted for 29.3% (a  = 19) of the sample, but 60% (a = 39) 
children did not visit these facilities for asthma care (Table 13). One parent or guardian 
noted that their child had been to the hospital 20 times in the past year due to asthma 
problems.
The number of school days missed due to asthma problems ranged fi-om 0 to 40 per 
parents' reports (Table 14). The majority of children (a = 18, 27.7%) had missed either no 
school or (a = 18, 27.7%) 1 to 5 days of school (M = 6.3, SD = 8.90). Only 4 (6.2%) 
participants cited missing fi-om 21 to 40 days o f school, with the remainder of the sample 
(a = 15,23%) absent for 6-20 days due to asthma.
SCSI Instrument Summary
The SCSI is composed of 52 total items in a Likert-scale format. Choices were coded 
for ease of computer entry on an ascending scale from 0 to 3. A greater score indicates 
more frequent use of that coping strategy. A total coping score derived from a summary 
of frequency and effectiveness scores was not tabulated since Ryan-Wenger, (author of the 
SCSI), acknowledged that this action would create multicollinearity problems (Appendbc 
VI). Several items however were incorporated into groupings of types of coping 
behavior. Eight total behavior categories were created based on Ryan-Wengeris subscale 
recommendations: aggression, avoidance, distraction, emotion, problem-solving, 
relaxation, social, and spiritual (Appendix VI). These subscales were used to further 
analyze relationships with demographic variables, based on required assumptions for each 
statistical test performed. Results from each SCSI item and subscale will be presented, 
with emphasis on statistically significant results (p.= or < 0.05) from correlation, T-test, 
ANOVA, and Marm-Whitney. Furthermore, the results of two additional questions which 
were added to the end o f the SCSI will be presented in descriptive format.
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Correlation
The Pearson Product Moment Correlation technique was utilized to compare the 
relationships o f demographic variables with frequency (Table 17) of each of the eight 
coping strategies. Several statistically significant relationships emerged. Number of years 
diagnosed was significantly correlated with frequency o f use of problem-solving (c = 0.26, 
p. = 0.05), relaxation ( t  = 0.33, p  = 0.02), and socialization (r = 0.30, p  = 0.02).
Frequency of asthma camping experiences was negatively correlated with frequency of 
avoidance strategies use ( t = -0.31, p  = 0.02). Frequency o f using problem-solving 
strategies was significantly related to severity o f asthma ( t = 0.29, p  = 0.03), medication 
use (l.= 0.35, p  = 0.02), peakflow use ( t  = 0.28, p  = 0.04), and days of school missed due 
to asthma problems (c = 0.35, p  = O.Ol). Emergency room or hospital visits for asthma 
were negatively correlated with use o f distraction strategies ( t  = -0.27, p  = 0.05).
There were also several significant relationships among effectiveness of coping 
strategies utilized and demographic variables (Table 18). Total years since diagnosis with 
asthma was positively correlated with effectiveness of socialization coping strategies (t = 
0.26, p =  0.05). In contrast, a negative relationship existed between effectiveness of 
distraction and use of respiratory treatments (r = -0.27, p  = 0.05). Similarly, there is a 
negative relationship between emergency room or hospital visits for asthma problems and 
effectiveness o f distraction strategies ( i  = -0.33, p =  0.01).
Among demographic variables, peakflow use was significantly correlated with 
medication use ( t  = 0.51, p  = 0.000), type (c = 0.30, p  = 0.02), and frequency o f asthma 
camping experiences (l = 0.36, p  = 0.005). Also correlated were frequency of missed 
school days due to asthma with frequency of emergency room treatments (r = 0.54, p = 
0.000) and frequency of medication usage. Medication usage showed a strong 
relationship with asthma severity (c = 0.66, p = 0.000) and frequency of respiratory
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treatments ( t  = 0.56, p  =  0.000). Similarly, asthma severity was highly correlated with 
respiratory treatments (c = 0.54, p  = 0.000).
T-Tests
Independent t-tests, which are more conservative than pooled t-tests, were used since 
a few variances for the groups were unequal, and using pooled t-test results would have 
resulted in error. Two statistically significant relationships emerged fi"om independent t- 
tests with the nominal variables of gender and past history o f asthma camping experiences 
with fi-equency and effectiveness o f coping strategies (Tables 19-21). Specifically, there 
were statistically significant differences among the variables o f gender with effectiveness 
of relaxation ( t = -1.98, d f  = 55, p <  0.01), and camping with effectiveness of 
socialization strategy (t = 0.57, df = 55, p  < 0.05) (Table 19). Further analysis showed 
greater perceived effectiveness of relaxation strategies by females. Children who had 
attended an asthma camp also believed that social strategies were more effective in 
decreasing asthma symptoms (Table 21). T-Tests analyzing differences among gender and 
camping experiences failed to demonstrate significance at p  <  0.05 with fi-equency of 
demographic variables such as emergency room visits, medication, respiratory treatments, 
and missed school days due to asthma (Table 19).
ANOVA
Race was compared with firequency and effectiveness of coping strategies using a one­
way ANOVA to determine if any particular races demonstrated significant differences in 
coping behaviors (Tables 22-23). Results showed races differed in fi-equency using 
spiritual coping strategies (E = 2.61, p = 0.05). Post-hoc tests with the Student-Newman- 
Keuls test indicated that the Hispanic population in this sample used spiritual strategies 
more often than the Caucasian children who were surveyed. Significant differences were 
not found between effectiveness of spiritual coping strategies in the Hispanic group.
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The variable o f race also contributed to differences in perceived effectiveness o f 
problem-solving (E = 6.24, p  = 0.00) and relaxation strategies (E = 3.63, p  = 0.01) for 
asthma. Specific differences among races were apparent upon further examination with 
Student-Newman-Keuls post-hoc tests. The ffispanic and "other race" groups reported 
more effectiveness o f problem-solving strategies than the Asian group, (although this 
latter group only consisted of one child). The Caucasian group thought their problem­
solving strategies were more effective for managing asthma problems than both the 
Afiican-American and Asian groups. Similarly, the Caucasian, Afiican-American, 
tfispanic, and "other race" groups all reported greater effectiveness of relaxation strategies 
used than the Asian group.
There were also significant relationships between demographic variables when 
analyzed with ANOVA for race and emergency room visits (E = 5.26, p  = 0.001), missed 
school days (E = 3.08, p  = 0.02), and severity of asthma (E = 3.65, p  = 0.01). Student 
Newman Keuls post hoc tests revealed significant differences of the Afiican-American 
group when compared with other groups. The Afiican-American children demonstrated 
greater emergency room visits and missed more school days due to asthma than either the 
Caucasian or tfispanic groups. Children of this race were also thought to have greater 
asthma severity than either the Caucasian or "other" races according to parent or guardian 
responses.
Mann Whitney
A Mann-Whitney U test was performed to determine differences between coping 
strategies and presence of additional chronic illnesses besides asthma (Table 24). No 
significant probability scores emerged suggesting that another chronic illness would not 
affect frequency or effectiveness o f coping strategies for this sample.
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Research Questions
1) What coping strategies are named most frequently and cited as most effective by 
school-age children with asthma?
To determine the most frequently used coping strategies on the SCSI among the 
sample, descriptive statistics were used to examine frequency of responses. Results are 
displayed with percentage o f most frequent responses (Tables 25-26). The three most 
frequently used and most effective strategies were in categories of relaxation, problem­
solving, and distraction. Specifically, this included the techniques of "try to relax; stay 
calm" (frequency; n. = 46, 74%; effectiveness: n =  59, 95%), "do something" (frequency: 
n = 42, 67.7%; effectiveness: n = 83.9% ), and "watch TV or listen to music" (frequency: 
n =  41, 66%; effectiveness: n =  51, 82.3%). These scores demonstrated greater 
perceived effectiveness o f coping strategies than frequency of use. Children ranked the 
avoidance technique of "try[ing] to forget about it" as the fourth most frequently used 
strategy (a=  35, 56.5%); however, it was only the tenth most effective strategy (a = 39, 
63%).
Children were also given the opportunity to acknowledge which specific coping 
strategies were personally effective in reducing asthma symptoms (Table 16). These 
strategies may not have been mentioned in the SCSI. Of the fifteen types o f responses 
which were collected and examined, the strategies mentioned most often included taking 
medication (a =  16, 39%), cuddling with someone (a =  8,19.5%), talking to a friend or 
parent (a =7 , 17%), sleeping or resting (a=  5,12.2%), and changing postion (a = 4, 
9.8%).
Less common responses from this list of frequently used effective asthma coping 
strategies included visiting the doctor (a = 1,2.4%), getting a backrub (a = 1, 2.4%), 
laughing (a = 1, 2.4%), ingesting hot drinks (a = 2,4.9%), breathing deeply and slowly (a
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= 2,4.9% ), watching television or listening to music (a  = 2,4.9%), thinking good 
thoughts (a  = 2,4.9%), and playing with friends (a  = 2,4.9%).
2) What coping strategies are named least frequently and are cited as least effective by 
school-age children with asthma?
According to SCSI results, children within this sample seldom used aggressive 
strategies and found them to be least effective in managing asthma symptoms (Tables 25- 
26). The four least frequently used coping strategies were "hit, throw or break things" (a 
= 1, 1.6%), "pick on someone" (a = 2, 3.2%), "be by myself; be alone" (a=  6, 9.6%), and 
"yell or scream (a  = 6, 9.7%). The four least effective strategies included "hit, throw or 
break things" (0.0%), "pick on someone" (a =  1,1.6%), "yell or scream" (a=  1,1.6%), 
and "fight with someone" (a = 2, 3.2%). Although "be by myself, be alone" was 
originally cited as an infrequently used, this strategy was not necessarily found to be 
ineffective (a = 28,45%). Likewise, although a problem-solving strategy ("do something 
about it") was one o f the more frequently and effectively used techniques, the item "talk to 
myself which is also a problem-solving strategy was far less popular for both scales 
(frequency: a==8, 13%; effectiveness: a =  24, 39%).
3) What are the most frequently named triggers of asthma problems or attacks 
according to these children?
After completion of the SCSI, children were given the opportunity to record what 
things made their asthma worse which may not have been listed within the SCSI (Table 
15). Fifteen total types of responses were collected, and children could write as few or as 
many answers as desired. All responses are represented, although several were more 
frequently mentioned than others. Twelve children did not give any answer, although they 
may have completed all parts of the SCSI. Percentages were computed by determining 
frequency o f response per 41 children who did participate in this question. The most 
frequent response among the sample was exercise or overexertion, cited by 43.9% of 
participants (a = 18). Other common answers included emotions and stress provoking
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events (a =  12, 29.3%), animais (n =  7, 17.1%), allergies and grasses (n =  6, 14.6%), 
weather or wind or dust (a  = 4,9.8% ), and certain smells such as smoke or perfume (a = 
4, 9.8%).
4) What is the relationship between the variables of age, gender, race, educational 
level, medication usage, previous attendance of an asthma camp, use o f peak flo w meters, 
and duration o f asthma with the frequency and effectiveness of different coping strategies 
used by school-age children with asthma?
Statistics were performed with correlation, ANOVA, t-tests, and Mann Whitney 
(Tables 17-24). There were no significant relationships between age, educational level, or 
medication usage when compared with frequency and effectiveness of all eight coping 
strategies (Tables 17-18). Females believed relaxation strategies were significantly more 
effective than males (t = -1.98, p < 0.01), although they did not use these strategies with 
greater frequency (Tables 19-21). Results from ANOVA with race (Tables 22-23) 
reflected significantly greater use o f spiritual coping strategies by the Hispanic group over 
the Caucasian group (E = 2.61, p. = 0.05), but did not demonstrate significance for 
effectiveness (E = 1.47, p = 0.23). Similarly, Caucasian children perceived the 
effectiveness of problem-solving strategies as greater than African-American and Asian 
groups, and both Hispanic and "other race" groups perceiving problem-solving strategies 
as more effective than Asian children (E = 6.24, p  = 0.00). Children o f aU races except the 
Asian child demonstrated greater perceived effectiveness, but not frequency, of using 
relaxation techniques (E = 3.63, p  = 0.01). Post-hoc tests also demonstrated that Afiican- 
American children needed the emergency room more often and may have missed more 
school days than either Caucasian or Hispanic children. Afiican-American children in 
particular demonstrated greater asthma severity than the Caucasian or "other" race 
groups.
There were significant differences (p < 0.05) between children who previously 
attended asthma camp and effectiveness o f social strategies (t = 0.57, d f = 55), (Tables 19-
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20). Correlation showed negative relationships between frequency of attending asthma 
camp and frequency of avoidance strategies (c = -0.31, p  < 0.05), (Tables 17). Use of 
peak flow meters was positively correlated with use of problem-solving strategies ( i  = 
0.28, p  < 0.05), which is a logical method o f problem-solving for asthma symptoms (Table 
17). However, this strategy was not significantly effective in managing symptoms 
according to the sample (Table 18).
Duration o f asthma, as determined by years since originally diagnosed, showed 
significant positively correlated results for p  < 0.05 when compared with frequency of 
problem-solving (r = 0.26), relaxation ( t=  0.33), and socialization ( t=  0.30) strategies 
(Table 17). Correlation also demonstrated that peakflow meter use greatly affected three 
other demographic variables. Use of peakflow meters was also strongly correlated with 
frequency o f asthma camp attendance (r = 0.36, p = 0.005). Likewise, frequency of 
peakflow meter and medication use were significantly related (i = 0.51, p  = 0.000). The 
type o f  asthma may also affect peakflow meter use ( t  = 0.30, p  = 0.02).
Other interesting results were found with coping strategies during analysis o f asthma 
severity, frequency o f respiratory treatments, emergency room use, and absences from 
school (Tables 17-18). Need for respiratory treatments was negatively related to 
effectiveness o f distraction ( l  = -0.27, p < 0.05). Emergency room use was also 
negatively correlated with both frequency (t  = -0.27, p  < 0.05) and effectiveness (c = - 
0.33, p  < 0.01) of distraction strategies. There was also a strong positive correlation 
between absences from school and frequency o f using problem-solving strategies for 
asthma symptoms (c = 0.35, p  < 0.01). Asthma severity was positively related to 
frequency o f using problem-solving strategies for asthma ([=  0.29, p < 0.05), suggesting 
that children with more severe asthma use problem-solving strategies more often.
In summary, the sample recognized that certain types of behaviors within relaxation 
and problem-solving coping strategies were used frequently and were found to be effective 
in asthma management. In contrast, aggressive behaviors were unanimously the least
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frequent and effective strategies. Avoidance and distraction strategies could be used and 
perceived as being effective frequently or seldom, depending on particular behaviors 
chosen. Opinion of emotional behaviors could be perceived as mildly effective or 
ineffective, and were used either occasionally or infrequently. Social and problem-solving 
strategies dominated the list of what children personally believed to be effective for 
reducing their asthma symptoms. They also frequently named activity, stress, and various 
smells or environmental irritants as causing asthma problems for themselves.
Numerous significant relationships were found between almost all demographic 
variables and frequency and effectiveness scales of coping strategies. However, there 
were no significant findings for either emotional or aggressive coping strategies for either 
scale.
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DISCUSSION
The purpose o f this study was to describe how children with asthma cope with asthma 
from their own perspective. This study was a replication o f the study performed by Ryan- 
Wenger and Walsh (1994), which sought to describe frequencies and effectiveness o f 
coping strategies used for asthma. To augment their 1994 research, the researcher 
attempted to follow the original study's recommendations to incorporate asthma symptom 
triggers, use of peakflow meters, and amounts o f medication required into the study. In 
addition, the influence o f demographic variables was examined and compared to coping 
strategies to detect relationships.
Since there are few studies which focus on the child's perspective o f coping with 
asthma, this was an exploratory study in which research questions rather than hypotheses 
were posed. The data was analyzed using descriptive statistics as well as various 
parametric and nonparametric tests.
■Coping Strategies
Similar to Ryan-Wenger and Walsh (1994), relaxation, problem-solving, social, and 
distraction strategies were the most frequently used and effective strategies on the SCSI 
(Tables 25-26). Higher scores were given on the effectiveness scales for almost all 
responses, which indicates that even if children are aware that certain strategies are 
effective, they will not always use them. Children may have been previously informed 
about the most effective coping strategies, but avoid frequent use of these strategies due
54
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to perceived ineffectiveness or inappropriateness during their daily routines. For example, 
children may know that problem-solving is effective in asthma management, but find that 
this type of strategy is inconvenient to use while participating in certain activities.
Certain results o f this study mirrored the results of Ryan-Wenger and Walsh (1994), 
although there were occasional differences between results upon comparison o f both 
studies. Ryan-Wenger and Walsh (1994) found the techniques o f "say I'm sorry or tell the 
truth" (51%) and "walk, run or ride my bike" (45%) to be used often, whereas the 
fi-equency of these responses was significantly less (38% and 15%, respectively) in this 
study (Table 25). "Say I'm sorry or tell the truth" was not reported to be as effective in 
this study (47%) as compared to findings from Ryan-Wenger and Walsh (1994) in which 
68% of their sample attested to its value, and made it the fourth most effective technique. 
Three of the five most common coping strategies however were named in frequency and 
effectiveness scales in both studies: "try to relax; stay calm, watch TV or listen to music, 
and do something about it." Spiritual strategies were also popular in both o f these studies 
with similar response rates for frequency and effectiveness.
The most effective problem-solving technique in the current study was "taking 
medication," which was reported by 39% of children (Table 16). More importantly, the 
sample recognized that problem-solving techniques as a group were effective in 
controlling asthma, as demonstrated by its rating (84%) as second most effective strategy 
on the SCSI (Table 26). Carrieri, et al. (1991) also found that children named self­
adjustment of medications as the most common problem-focused strategy. Social 
strategies such as "talking to a fiiend or parent" and "cuddling with someone" were also 
mentioned often (Table 16). These responses correlate well with those strategies chosen 
on the SCSI, and are appropriate and recommended methods of coping with asthma 
symptoms.
Although aggression, avoidance, and emotional strategies were among those strategies 
least often chosen from the SCSI to manage asthma symptoms (Tables 25-26), the
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avoidance technique, "try to forget about it," was often named for both frequency (57%) 
and effectiveness (63%) scales. Ignoring symptoms can potentially compromise these 
children's health and necessitate emergency services due to worsened condition (Ryan- 
Wenger & Walsh, 1994).
The findings from this study, like those o f Ryan-Wenger and Walsh (1994), suggest 
that children recognize that aggressive strategies are not helpful in reducing asthma 
symptoms, and subsequently their infrequent use of these strategies reflect their 
ineffectiveness. In general, the least effective and frequently used coping techniques cited 
by children in the study by Ryan-Wenger and Walsh (1994) were also found to be among 
the least common responses among children in this study (Tables 25-26). Such techniques 
included "yell or scream, pick on someone, fight with someone, get mad, and hit, throw or 
break things." In fact, there are similar patterns in frequencies of responses between both 
of these studies. For example, although "sleep, take a nap" is reported less often as a 
frequently used coping strategy (28-29%), both studies' results report this technique as 
being quite effective in reducing asthma symptoms (56-71%). Ryan-Wenger and Walsh 
(1994) explained this particular finding by stating that children are normally active and are 
hesitant to sleep, although the children apparently recognize the benefit of this strategy in 
relaxation for asthma symptoms.
Asthma Triggers
In this study, children were requested to name frequent causes of asthma symtpoms. 
Most of the children who responded recognized that exercise or overexertion, emotions, 
stress, animal dander, allergies and grasses were common causes of asthma attacks (Table 
15). These results are similar to the results found by Carrieri, et al. (1991), in which 
children most frequently named physical activities as the most common precipitant of 
shortness o f breath secondary to asthma. Emotions, stress, events, and environmental
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conditions were likewise named as asthma triggers (Carrieri, et al., 1991), which mirrors 
the results found in this study.
These findings demonstrate that children are able to learn which events or things 
create asthma attacks, and consequently benefit fi-om that knowledge. Ryan-Wenger and 
Walsh (1994) did not incorporate asthma triggers into their study, yet recommended that 
this topic be included in future studies to address whether or not children with asthma 
could recognize personal or environmental causes of asthma. Deaves (1993) did question 
parents of children with asthma about asthma triggers and discovered that 70 percent of 
parents were able to identify similar asthma triggers to those found by children in this 
current study.
Five percent of children in this study cited "boredom" as a trigger to asthma 
symptoms. Although no studies in the review of literature reflect boredom as an asthma 
trigger, this finding should not be discounted as an unlikely cause of symptoms. Children 
may be more aware o f their breathing patterns and wheezing, and focus on their asthma 
and physical limitations when restricted fi-om engaging in entertaining activities. Such 
reflection may result in worsened asthma conditions.
One child's impression o f asthma triggers denoted a negative self-image and feelings of 
helplessness about asthma. This child focused on being overweight and inactive in her 
responses. In addition, she reported fi-equently crying or feeling sad when having asthma 
problems. She also believed that solitude was effective when having asthma problems. 
These responses, according to Austin, et al. (1991), may indicate poor asthma control and 
a desire for attention and assistance. This respondant's fi-equent emergency room visits 
and missed school reflect poor asthma control. In addition. Brook and Tepper (1997) 
found significantly lower self-image and less family interaction among children with 
asthma than children without a chronic illness. They concluded that psychological support 
groups be formed for families o f children with asthma to improve these children's self- 
images and confidence, ultimately resulting in improved coping.
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Relationships Between Demographic Variables and Frequency and Effectiveness
Age The average participating child was 9.4 years old (Table 1), which closely 
approximated the average age o f 9.5 years (48%) o f  children in the study by Ryan-Wenger 
and Walsh (1994). The usual onset of asthma is by age 4 or 5 (Ellis, 1987), which seems 
appropriate for this population since the majority o f children had asthma 5-6 years and 
were 9 to 10 years old. Ryan-Wenger and Walsh (1994) also collected data from a larger 
population of 11 to 13 year old children (47%), whereas the present study received few 
responses from this age group (4%), and no responses from 13 year old children.
In this study, no significant correlations with age emerged (Tables 17-18), implying 
that children as young as 8 years old are able to use and identify coping strategies which 
are similar to those used by and deemed effective by older children. Like Olson, et al.
(1993) who found that teenagers with asthma can use social and problem-solving 
strategies, these results suggest that children of all ages could identify and understand the 
effectiveness o f complex coping strategies such as these. The results of Ryan-Wenger and 
Walsh (1994) did not demonstrate any significant differences in results of frequency or 
effectiveness of the eight coping strategies with age.
Gender. Males outnumbered females by 55% to 36% in this study (Table 3), which is 
a typical gender pattern since there is a higher rate o f asthma in boys until puberty (Avery 
& First, 1989). Ryan-Wenger and Walsh (1994) also noted a slightly higher percentage of 
males who participated in their study (54%), although these results may have been 
affected by availability o f space for certain genders at asthma camp.
Females in this sample appeared to find greater effectiveness from relaxation strategies 
than males for asthma management ( t=  -1.98, pi< 0.01), (Tables 19-21). In contrast, 
Ryan-Wenger and Walsh (1994) did not find significant differences between gender and 
frequency or effectiveness o f any coping strategies. Although the reason for this finding is 
unknown, it may be related to the previous finding that some males in this study claimed
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that boredom resulted in increased asthma symptoms for them. Perhaps the males in this 
sample found sedentary activities such as those mentioned on the SCSI (sleeping or 
napping and staying calm) to be restricting and causing boredom which decreased 
effectiveness o f these activities. They could have then been angered that they too were 
not able to join friends in physical activities, and then experienced asthma symptoms 
caused by this emotion.
Activity restrictions may intensity feelings o f  hostility and isolation towards the 
disease, as previously demonstrated in a qualitative study with adults who had asthma by 
Snadden and Brown (1992). They foimd that people with asthma were intially angry 
about the limitations o f participating in common everyday activities caused by asthma.
One person even reported being so enraged and frustrated by these activity restrictions 
that she would ignore symptoms, causing need for emergency treatment. Carrieri et al. 
(1991) also found that children had negative impressions of their asthma, and often 
described their feelings as being "upset" or "mad."
Race. Results from this study and Ryan-Wenger and Walsh (1994) found that 
Caucasian children outnumbered children o f  all other races (69%), (Table 4). This finding 
conflicts with a 19% greater incidence of asthma seen in African-Americans (National 
Asthma Education Program Expert Panel Report, 1991), and may reflect small sample size 
in both studies.
Post-hoc tests from significant findings with ANOVA demonstrated that the Kspanic 
children used spiritual strategies with greater frequency than the Caucasian children ^  = 
0.05), (Table 22). This is not suprising, considering that the Hispanic population has 
generally been considered more religious (Friedman, 1985). Although ICspanic children in 
this sample reported greater frequency of using prayer than Caucasian children, they did 
not report significantly different levels of effectiveness for prayer.
Other significant results occurred between race and effectiveness o f problem-solving 
(p = 0.00) and relaxation strategies (p = 0.01), (Table 23). The IBspanic children in this
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sample also reported significantly more effectiveness from using problem-solving 
strategies, as did the "other race” and Caucasian children. Caucasian children with asthma 
thought their problem-solving strategies were more effective than Asian and Afiican- 
American children.
The results of the Asian child who participated in this study showed lower 
effectiveness scores for problem-solving and relaxation. Since there are no studies which 
discuss perceived effectiveness o f coping strategies in Asian children with and without 
asthma, comparisons cannot be made. This sample only included one Asian child, (and did 
not therefore adequately represent the Asian population). It is therefore unrealistic to 
assume that all Asian children do not find problem-solving or relaxation strategies to be 
effective in managing asthma.
The parents or guardians o f the Afiican-American group of children in this sample 
believed that their children had more severe asthma, missed more school days, and went to 
the emergency room more often for asthma treatment than many o f their counterparts.
The fact that AJfiican-Americans are almost twice as prone to hospitalization due to 
asthma (National Asthma Education Program Expert Panel Report, 1991) suggests that 
the sample data may actually reflect these statistics.
Ryan-Wenger and Walsh (1994) approached a level of significance (ii = 0.054) for 
race and frequencies of coping strategies, yet their report did not specify which coping 
strategies were more significant than others. Rather, they appear to offer a general score 
for significance level with regard to all coping strategies examined for each demographic 
variable
Educational level. No significant relationships emerged between this variable and the 
coping strategies, demonstrating that children who have fewer years o f formal education 
are not particularly different in efficacy judgment or in selecting coping strategies when 
compared with children enrolled in higher grades. The average participating child 
attended fourth grade (46%), (Table 2).
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Medication. A majority o f children in this sample (46%) used asthma medication each 
day (Table 11). Children who used more asthma medication also used significantly more 
problem-solving strategies. Taking medication is actually a problem-solving technique, so 
it seems reasonable that this statistical relationship would occur since children who require 
more medication usually have more severe asthma, and would need to devote more time 
and attention to the fimctioning o f  their respiratory system. Over time, they would need 
to develop and use more problem-solving strategies to avoid recurrent asthma attacks.
Camp. Results firom this study implied greater perceived efficacy of social strategies 
for those who had previously attended an asthma camp ( t=  0.57, p. < 0.05), (Table 19). 
Perhaps asthma camps participants have found that their asthma symptoms are more 
effectively treated or reduced upon seeking assistance fi-om others. At asthma camp, 
participants have the comfort and confidence in knowing that there are trained personnel 
and other children with asthma who are accustomed to treating and managing asthma. 
There are also fellow children with asthma at these camps who can provide support and 
share similar experiences and concerns. Attendance o f asthma camp may enforce the idea 
that symptoms may abate or be reduced if they seek help. Seeking social support is a 
reasonable strategy, especially if symptoms are beyond the child's control. These results 
are also congruent with the fi-equencies from the SCSI in which "talk to someone" was 
cited as most effective coping technique by 74% of the sample (Table 26). "Talking to a 
parent or fiiend" and "cuddling with someone" were also the second and third most 
effective techniques specifically mentioned by children. Ryan-Wenger and Walsh (1994) 
did not compare previous asthma camp attendance with these coping strategies; however, 
they found that the technique "talk to someone" was the sixth most effective strategy 
(58%).
There was a negative correlation (Table 17) between frequency of asthma camp 
experiences with avoidance strategies (e = -0.31, p. = 0.02). These results suggest that 
children who have attended asthma camp frequently do not use avoidance strategies as
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often as the rest o f the population. As a group however, the sample collectively rated the 
avoidance strategy, "try to forget about it," as the fourth most frequently used (74%) and 
the tenth most effective technique (63%), (Tables 25-26). Ryan-Wenger and Walsh
(1994) found this same response to be somewhat less popular in both frequency (43%) 
and effectiveness (45%) scales, and noted that avoidance strategies could be potentially 
hazardous for children with asthma symptoms. The differences in popularity o f this 
avoidance strategy between this sample and their sample (Ryan-Wenger & Walsh, 1994) 
may be attributed to history o f  previous asthma camp attendance. Whereas two-thirds of 
the sample in the study by Ryan-Wenger and Walsh (1994) had previously attended an 
asthma camp, only 17% of the sample in this study had attended an asthma camp (Table 
8). Ryan-Wenger and Walsh (1994) however obtained their entire population from an 
asthma camp, which influenced the frequency o f this variable.
Such results suggest that children may profit from frequent attendance o f asthma camp 
if they learn to confront their symptoms instead o f avoiding them. Avoidance strategies 
are usually discouraged at asthma camp, whereas more problem-solving and relaxation 
strategies are emphasized to participants. Asthma camp education has been shown to 
provide children with asthma education in a fun environment which facilitates interest in 
learning and practicing fundamental asthma management concepts (Colland, 1993).
Peakflow meters. Equal numbers of children both used (n = 29) or never used 
peakflow meters (n = 29), but only 17% of those who did use them reported daily use 
(Table 10). Peakflow meter use greatly correlated with three demographic variables 
(Table 17). There was greater use o f peakflow meters in children who used more 
medication ( l  = 0.51, p. = 0.000) and had increased severity o f  asthma ( e  = 0.30, p  = 0.02). 
Frequent attendance o f asthma camp seemed to reinforce regular use o f peakflow meters 
(e = 0.36, p. = 0.005). This finding is consistent with the report o f Sorrells, et al. (1995), 
who found an increase in peakflow meter usage following attendance o f asthma camp.
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Peakflow meter usage is a problem-solving technique, and frequency o f use in this 
sample was strongly correlated with problem-solving strategies, which would be expected 
since since peakflow meters objectively rate severity of asthma symptoms. The sample 
however, did not find peakflow meter use to be particularly effective (p > 0.05) in 
alleviating asthma symptoms when compared with the eight coping strategies. Perhaps 
caregivers and health care providers are not reinforcing the potential benefits o f using 
peakflow meters. This result may also reflect the inability o f peakflow meters to actually 
alleviate asthma symptoms, but their use may alert users to deteriorating pulmonary 
function and signal a need to act to prevent symptoms fi-om occurring (Deaves, 1993).
Duration of asthma. Significant findings emerged between duration o f asthma with 
fi-equency o f using relaxation (p. = 0.02) and social strategies (p,= 0.02), again implying 
that children who have lived with asthma longer use these strategies more often (Tables 
17-18). These coping strategies were also among those most frequently utilized and found 
to be effective (Tables 25-26). It is expected that children who have lived longer with 
asthma would find that more frequent use o f these strategies to be to their advantage; 
however, only social strategies were foimd to be rated significantly more effective in this 
study (Tables 17-18).
These findings slightly differ from the profile of the typical child represented within the 
study by Ryan-Wenger and Walsh (1994). Additional information regarding asthma 
medications, monitoring, and the impact o f asthma symptoms on daily activities was not 
included by Ryan-Wenger and Walsh (1994), and thus data was not available for 
comparison with the present study. Therefore, the following results are o f added interest 
to this study.
There were negative correlations between perceived effectiveness of distraction with 
respiratory treatments (c = -0.27, p  = 0.05). This finding suggests that children who 
required more breathing treatments often reported that the distraction techniques which 
they used were not effective in controlling their symptoms (Table 18). This conflicts with
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the comments made by Ryan-Wenger and Walsh in their 1994 study which acknowledged 
the potential usefiilness o f using distraction strategies in emergency rooms and doctor’s 
offices during nebulizer treatments. If children with severe or poorly controlled asthma 
who require more breathing treatments do not benefit firom this strategy, then providers 
might want to encourage or explore the use of different techniques for these children, such 
as deep breathing relaxation-type o f strategies. Perhaps children who require less 
breathing treatments and use the emergency room less for their asthma believe that 
distraction techniques are more helpful because they use these techniques less often and 
achieve greater success firom their use. Respiratory treatments (Table 12) were generally 
needed only a few times each year (54%) by this sample. Emergency room visits for 
asthma attacks were only required by 31% of the sample during the past year (Table 13).
In general, the sample had no other chronic illnesses (86%), (Table 7). Results from 
Mann-Whitney U, (a conservative non-parametric test which does not require a normal 
distribution), did not confirm significant differences between children who have more than 
one chronic illness to cope with (Table 24). This finding suggests that this sample was 
able to manage stressors from other chronic illnesses without more difficulty.
Research has already shown that children with a chronic disease such as asthma have 
lower coping scores than healthy children (Brook & Tepper, 1997). Consequently, the 
lack of significant findings between chronic illness and coping strategies from this study 
was suprising since presence o f additional chronic illnesses would presumptively increase a 
child's stress and alter coping ability. A possible explanation is that children with more 
than one chronic illness may be more prepared to cope with their diseases since they are 
constantly trying to prevent or manage symptoms.
Interestingly, children who missed school more often secondary to asthma problems 
used more problem-solving strategies (p = 0.01), (Table 17). If a child misses more 
school due to asthma, then that child may use more problem-solving strategies, possibly in 
an attempt to overcome these symptoms, than someone who misses less school due to
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asthma. This variable, ("missed school"), was intended to depict the severity of a child's 
asthma. Children with severe asthma are probably absent from school more often because 
they experience symptoms more frequently. Subsequently, these children must take more 
medications (p. < 0.05) and visit the emergency room more regularly (p < 0.001), the latter 
of which would preclude school attendance. Analysis of past studies has shown a 
relationship between asthma symptoms and frequent doctor visits and school absences 
(Cellano & Geller, 1993). Since it was previously demonstrated that children with more 
severe asthma in this sample used problem-solving strategies more often, the relationship 
between school absences and these cognitive strategies (such as taking medication) is 
logical and helps to verify consistency of internal data.
Most children in this sample (52%) had mild asthma (Table 5), unlike Ryan-Wenger 
and Walsh (1994) whose study included more children with moderate asthma (65%). 
Ryan-Wenger and Walsh (1994) also did not find significant results based upon asthma 
severity, although this study did. The Pearson Product Moment Correlation method 
demonstrated significant positive relationships between the frequency of use o f problem­
solving strategies with asthma severity (p = 0.03), in addition to duration of asthma (p = 
0.05), medication use (p = 0.02), peakflow use (p = 0.04), and missed school days 
secondary to asthma symptoms (p = 0.01). This implies more frequent use of problem­
solving strategies by children who require more asthma medication, miss more school days 
due to asthma, use peakflow meters more often, and have had more severe asthma for 
longer periods of time. In contrast, children with mild asthma did not use problem-solving 
techniques as much as children with severe asthma (Table 17). Children with severe 
asthma apparently recognize the need to use and act upon critical thinking skills on a 
frequent basis to avoid and manage uncontrollable symptoms.
In a study which utilized the SCSI to assess coping in children with diabetes, Boland 
(1996) concluded that greater self-care ability was found in children who often used 
problem-solving strategies. Like diabetes, asthma is a disease which requires careful
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attention to treatment regimens to avoid complications. Self-care ability is often equated 
with use o f cognitive strategies for both chronic illnesses. Diabetes control however, (as 
measured by indices of general blood sugar regulation), was not significantly related to 
self-care. Boland (1996) offered no explanation for this finding since it was in contrast to 
the result expected, but did attribute this finding to the age o f  the population being 
studied. Similarly, this present study found that children who required more emergency 
room treatments, which could reflect either disease severity or poor control o f asthma, 
used problem-solving strategies more often. These children may have received more 
attention and education firom health care providers and their parents regarding caring for 
asthma by using problem-solving strategies, but the severity of their asthma may have 
prevented good control o f symptoms anyway.
Methodological Limitations
The primary limitation o f this study is the size of the sample. Although few families 
responded overall, the characteristics of this sample reflected a population with a wide 
variety o f backgrounds and treatment regimens, thereby increasing the probability of a 
larger sample representative of children with asthma. In contrast to the study by Ryan- 
Wenger and Walsh (1994), this study's sample was not obtained exclusively fi'om an 
asthma camp. The use o f the ALAN’S mailing list, which was composed o f children with 
asthma who attended school in Nevada, was intended to obtain a sample which was more 
representative of the general population.
There are possible rationales for the poor size o f the sample. For example, the people 
in the state o f Nevada are very mobile, and can change residences frequently. Children 
who lived at one address yesterday can move with their parents or guardians almost 
overnight. The ALAN makes few attempts to update their mailing list records, and there 
were no requests to forward questionnaires to the sender if a family no longer lived at the
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specified address. As a result, it is unknown how may questionnaires actually reached 
their proper destination.
Participation may have been poor due to requests for both parent and child to 
complete forms and return them together for analysis. Parents may be accustomed to 
completing questionnaires about both themselves and their children. Perhaps there is an 
expectation o f  poor participation in studies fi'om children since they are young and not 
accustomed to participating in research which requires their patience and attention for 
answering questionnaires. Parents or guardians too may be reserved about allowing their 
children to participate in a research study. Any disclosure of information about their 
children may have been viewed as an invasion o f privacy. Incidentally, several SCSI 
questionnaires were returned without demographic questionnaires.
While working with the ALAN, the researcher was unaware of the drawbacks o f using 
this organization's mailing list to obtain the sample. For example, there were limited 
numbers o f older children in this sample. Initially, only third and fourth grade students 
were potential candidates for this population; however, it was understood that children 
with asthma who were between the ages o f 11 to 13 could be contacted in a siimlar 
manner by using older mailing lists. Unfortunately, including these older children was not 
to be, so the researcher was forced to include asthma camp participants who were in this 
age group. This second group had already attended asthma camp at least once, thereby 
possibly influencing their choice of coping strategies and other responses.
Finally, it is possible that children in this sample failed to fully understand the 
directions to the SCSI, which specified that answers be given with regard to asthma 
problems. Although the researcher used the directions provided by the original creator o f 
the SCSI (Ryan-Wenger, 1990), children could have bypassed these instructions and 
answered questions based on personal experience o f how often they perform certain 
activities.
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These limitations must be considered during interpretation of these results, and broad 
generalizations about all children with asthma cannot be made due to these limitations.
Summary
This study was replicated with the intention of discovering how children with asthma 
perceive their coping strategies for asthma management. It is often difficult to research 
populations this young for fear of imposing upon their rights, especially if they have a 
chronic illness which theoretically places them at more risk. Investigators would rather 
work with parents in obtaining information about their children than directly question the 
children themselves. However, Ryan-Wenger and Walsh (1994) performed their research 
directly with children and found similar results to the findings presented within this study. 
These studies demonstrated that children with asthma use problem-solving, relaxation, 
social, and distraction strategies to manage their symptoms, and generally perceive them 
to be effective.
The results o f this study support the Adaptive Potential Assessment Model (APAM) 
by Erickson, Tomlin, and Swain (1983), which claims that people of any age or 
developmental level are able to use effective coping techniques when confi’onted with a 
stressor, such as asthma. Their coping ability however, is influenced by several factors, as 
demonstrated by the differences attributed to demographic variables within this study.
The presence o f other chronic illnesses, did not seem to influence coping ability. This was 
unexpected according to this theory, since added stressors can deplete an individual's 
resources which are required for effective coping. However, the APAM (Erickson, et al., 
1983) also notes that the individual's maturity and perception of the stressor as a challenge 
can dictate his or her outcomes. Children with more than one chronic disease may have a 
larger repertoire o f coping strategies to meet their self-care needs.
In this study, children were asked to examine their coping strategies and asthma 
triggers. Children manage the stressful event, asthma symptoms, based upon past
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experiences, perception of threat, coping styles, and resources. The APAM (Erickson, et 
al., 1983), which focuses on stress and coping, suggests that these factors influence self- 
care and resolution o f symptoms. In fact, asthma severity, duration of asthma, peakflow 
meter use, and previous attendance of asthma camps demonstrated significant 
relationships with several coping strategies in this study. Age, however, was not a 
significant factor in influencing coping ability, which was in contrast to the ARAM'S 
assertion that perceptions o f coping change depending upon age and maturity. By age 8, 
children are able to appraise their situation and reflect upon coping strategies (Lazarus & 
Folkman, 1984). Most of the children who were surveyed were between the ages of 9 to 
10, so an accurate comparison between this age group and older children cannot be made 
to justify this comment fi'om the APAM's authors (Erickson, et al., 1983). The coping 
strategies chosen by these children however, reflect mostly adaptive processes which 
would potentially result in positive outcomes. The results o f this study generally conclude 
that these children usually realized that utilization o f good coping strategies were effective 
in symptom management (Tables 16 & 26). Children were also generally aware of the 
least effective coping strategies, and used these infi-equently. The APAM (Erickson, et al., 
1983) acknowledges that choice of coping strategy can impact an outcome in a positive or 
negative direction, either towards health or illness, although illness severity may impair the 
outcome despite attempts for health. Subsequently, the APAM's assertions demonstrated 
this finding, since children with severe asthma may have been impaired fi'om obtaining 
complete relief fi’om symptoms although they used problem-solving techniques more 
frequently. Possible explanations for poor symptom control by this group may be 
behavioral disorders or poor asthma management plans and inadequate or inappropriate 
medication use.
Asthma invokes fear in many young children (Carrieri, et al ), which then produces 
anxiety. This anxiety can create either an impulse to act upon symptoms or retreat from 
action (Erickson, et al., 1983). In this study, children with asthma gave high scores to
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frequency and effectiveness scales for the strategy o f ignoring symptoms. The APAM 
(Erickson, et al., 1983) explains this finding as being caused by the perception o f  asthma 
as a threat, which in turn reduces children's available energy to confront their symptoms. 
Overall though, this study found that children with asthma were able to recognize asthma 
triggers and recall appropriate actions to decrease symptoms. The sample generally 
named effective coping strategies, similar to those presented in the SCSI.
Although this was not a large population, the results provide insight into ways children 
cope with their asthma. Similar to Ryan-Wenger and Walsh (1994), this study utilized a 
convenience sample from the American Lung Association. In their study, Ryan-Wenger 
and Walsh (1994) justified that this type o f sample did provide adequate representation of 
a larger population since children of all races with various types of asthma, socioeconomic 
backgrounds, and treatment plans were included. Such was the case with the present 
study, in which the sample was obtained through the public school system of northern and 
southern regions in Nevada. The attributes o f  this sample are believed to be characteristic 
o f a larger population o f children with asthma in Nevada, although lack of significant 
sample size prohibits generalization of results to all children with asthma.
Implications jbŒ ursipg
This study enhances the limited body of knowledge which demonstrates how children 
cope with asthma from their own perspective. If  children with asthma are capable of using 
adult-type coping strategies, then they are capable of understanding and incorporating 
these strategies into their daily asthma management plan. Subsequently, health care 
providers and parents should not shelter these children or think that they are unable to 
benefit from instruction on preventing and controlling symptoms with proper techniques.
As previously noted in the review o f literature, Kieckhefer (1987) found that parents' 
or guardians' perception of their children's ability to manage their asthma can significantly 
influence their children's actual coping behaviors. In this study, the parents' perception o f
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their children's asthma severity was highly correlated with the child's perception of their 
own use of problem-solving strategies. Therefore, both o f  these studies suggest that 
children are capable of caring for their asthma, especially if the adult figures in their lives 
encourage children to maximize their potential despite their diagnosis of asthma.
Health care providers can encourage children to use calming techniques or critical 
thinking skills to control their asthma. These techniques apparently work well for 
children, and are used fi’equently with some satisfection. Distraction strategies may be less 
suitable for a child with severe asthma, who instinctively knows that he or she eventually 
must confront their symptoms immediately before their condition is exacerbated. When 
children responded in writing with their own thoughts to questions which asked about 
coping strategies, they did not seem to realize the potential hazards of ignoring symptoms. 
This action could result in an asthma attack which would require emergency care. It is the 
responsibility o f health care providers to relay this point, and encourage children to "do 
something about [their asthma]," whether it be seeking help, trying to relax, or taking 
medications to prevent symptom progression.
Results indicated that peakflow meter use increased with severity of asthma and 
frequency of medication use, which implies that children with more severe asthma use 
these instruments to a greater extent. This result possiby reflects the effectiveness of 
peakflow meter instruction by health care professionals to children with severe asthma. 
Although it is important for this segment of the population to consistently monitor their 
pulmonary functioning, children with less severe asthma could also benefit fi'om fi*equent 
peakflow meter use. Deaves (1993) has previously demonstrated that use o f peakflow 
meters can thwart progressing symptoms by alerting their user to poor pulmonary 
function. Therefore, the results of this study indicate that both children with asthma and 
health care providers may need to be more aware o f the benefits of peakflow meters. 
Health care providers should continue to educate their young clients about monitoring 
symptoms for asthma prevention and management, and reinforce the potential
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effectiveness o f such activity. They can also encourage parents or guardians to enroll their 
children in asthma camps.
According to the results from this study, males do not find relaxation strategies to be 
effective. Perhaps boys find relaxation strategies to be boring, which subsequently makes 
them more nervous, and causes them to have worse symptoms, (as described by boys who 
listed "boredom" as an asthma trigger). Problem-solving or distraction strategies might be 
more effective from the boys' perspective, although this assertion cannot be recommended 
without further investigation. This was an important finding not consistent with the 
results o f Ryan-Wenger and Walsh (1994).
Assessing coping strategies o f the child with asthma can provide the health care 
provider with valuable information. Such an assessment does not need to be formal, as 
with the SCSI, but can be a similar verbal tool. The provider could ask both parent and 
child questions to verify the outcomes of a child's chosen coping strategies. Only from 
such an assessment, can providers determine the knowledge level of the child and his or 
her asthma education needs. By performing a coping strategies inventory and discussing 
asthma outcomes, a provider can discover the effectiveness of that child's asthma 
management skills from the child's perspective. This information can provide an avenue 
for discussing effectiveness of current coping strategies with parents and children. These 
findings can assist providers in evaluating and possibly altering asthma control plans via 
changes in medication or peakflow warning levels.
Recommendations for Further Research
A larger, randomized sample would result in more reliable results and greater 
generalization o f the findings. In addition, future studies with the SCSI would be 
recommended with other children who have chronic disease to provide further assurance 
that this tool can be effective in assessing coping strategies for various populations.
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Future similar studies could also be performed in a qualitative manner, in which both 
children and their parents or guardians are asked about asthma coping strategies. This 
would presumptively improve participation rates because the researcher would have a 
captive audience who was more certain o f that researcher's motives and integrity o f the 
study. In addition, qualitative research could provide valuable information about how 
children cope with asthma, which may not be gleaned from questionnaires which are 
limited in their ability to accurately assess the child's understanding of coping strategies 
and asthma knowledge.
The literature review and this study identified a need to further investigate the use and 
understanding o f peakflow meters. The majority of this sample, who had not attended an 
asthma camp, did not use a peakflow meter, and may have been unfamiliar with their 
purpose. Peakflow meters are an important tool in asthma management (Schweich, 1994), 
especially for children who have less experience in knowing when their pulmonary 
function is deteriorating. They provide an objective measurement, which can be valuable 
in predicting and monitoring symptoms and asthma plan effectiveness. A large scale 
quantitative study which focuses upon the use, understanding, and perceived effectiveness 
o f this tool would provide valuable information for health care providers. Perhaps 
children who use peakflow meters infrequently could be requested to state why they do 
not use these tools on a regular basis. The reasons for poor use of peakflow meters may 
also originate from healthcare providers who are granted less time for health education 
and reinforcement. Future studies might address this concern through monitoring asthma 
education efforts, specifically regarding peakflow meters, made by healthcare providers.
Further investigation is also desired to determine the impact of more than one chronic 
illness on coping ability. The researcher did not expect to find a lack of significant 
differences among children who had more than one chronic illness when compared with 
children who had one chronic illness. Due to the small size of this sample, it is uncertain if 
another study with a larger sample would obtain similar results.
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Dear Parent or Legal Guardian:
You and your child have the opportunity to participate via mail in an important research 
study about children with asthma! Your child's name was selected from the asthma 
program files of the American Lung Association o f Nevada (ALAN), according to certain 
age requirements. This mailing is being sent by the ALAN to assure confidentiality. No 
names or addresses were provided to the researcher directly for this study.
I am a graduate nursing student at the University o f  Nevada, Las Vegas, as well as a 
pediatric Registered Nurse. I would greatly appreciate your participation in this research 
study about asthma in children.
The information obtained from this study will benefit caregivers and medical personnel in 
learning what strategies children believe are effective in decreasing asthma symptoms.
The health o f children who have asthma is a priority in nursing and our communities. The 
success o f this study depends on both you and your child completing all o f the questions 
and returning both questionnaires in the provided postage paid envelope.
As your child's guardian, you will complete the first questionnaire entitled "Information 
About Your Child Who Has Asthma," while your child will complete the "Schoolagefs 
Coping Strategies Inventory." First, please give your child the cover letter attached that 
begins with "Dear Child." This letter explains the study in simple terms to your child; 
however, your child may want you to read it outloud if they have difficulty reading. It will 
only take you about 5 minutes to complete your part o f the questionnaire, and it should 
take your child 5 to 15 minutes to complete his or her questionnaire.
All responses will be anonymous, and results will be reported as grouped data so that no 
individual responses will be identifiable. Please do not put your name or address on any 
part o f the surveys. You and your child's consent to participate in this study will be 
assumed by completion and return o f the questionnaires. Participation in this study is 
voluntary for you and your child, and refusal to participate will involve no penalties.
Upon final analysis of data, if you would like to receive a summary of the results obtained 
from this study, please indicate by providing your name and address in an envelope mailed 
separately from the enclosed questionnaires. I f  you have any questions about this study at 
any time, you may contact the researcher at the UNLV Department of Nursing, at (702) 
895-3360. I f  you have any questions regarding your rights as a participant in this study, 
you may contact the UNLV Office o f Sponsored Programs at (702) 895-1357. Your 
participation will be very much appreciated.
Sinc^Eçly, ^  ^
■)  ^ieck,R.N.
Graduate Student, Department o f Nursing
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018 
(702) 895-3360 • FAX (702) 895-4807
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Dear Chfld:
I am a c o llie  student at the University o f Nevada, Las Vegas. I am tiyh% to collect 
information about asthma in children like you. This information may help people to better 
understand asthma. If you want to hdp me, that you can answer the cpiestions on the 
next page. Your answers will help doctors and nurses to take betta care o f children with 
asthma. Also, it will help you to think o f things you do to make your asthma betta.
Your parent has looked at the questions on the next page. You and your paent should 
talk about whetha or not you want to answa these questions first. If you decide to 
answa these questions, then try to answa as maiy as you can. You can stop answering 
questions at any time if you want. It should take about S to IS minutes to answa aU of 
these questions. Your paent can h^p you if you have a problem with these questions. 
You or your paent can call or write to me also if you want to know more about these 
questions.
This is not a test. There are no right or wrong answers. I do not want your paent or 
anyone else to answa the questions for you. Answers must be from you. What you think 
is important.
These questions are being sent to many children like you with asthma. These children will 
be asked to answa these same questions also. Your parent must agree that it is o k. for 
you to answa these questions. By answering these questions, you a e  giving your "o k." 
to have me look at and write about your answers. Your answers will be reported to many 
people along with answers from otha children with asthma.
Your name is not on these p^)ers so I will not know who answaed these questions. I will 
get mary o f these papers sent back to me from children like you. Their names will not be 
on these prq>ers ehha. Only your paent may know your answers. You and your paents 
will g a  a final report about these answers from cfdldiai with asthma if they ask me.
Thank you for your help,
Terri Dymeck 
UNLV Graduate Student 
Department of Nursing 
(702) 895-3360
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018 
(702) 895-3360 • FAX (702) 8954807
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^PARENTS PLEASE COMPLETE"
Information About Your Child Who Has Asthma 
(Please give only one response to each question. All questions must have an answer in 
order for your responses to be included in the study, and both the child and adult surveys 
must be returned together. To ensure anonymity, please do not put a name on any forms.)
1. How old is your child?  yrs old
2. My child is: Female______  Male
3. My child is the following race:
Caucasian African-American Hispanic  Asian  Other_
4. My child is in this grade in school:
5. My child was diagnosed with asthma by a doctor years ago.
6. My child has another chronic illness(es) besides asthma: Yes______  No_
7. My child has been to an asthma camp: Y es  No_____
If "Yes" then how many times has your child been to asthma camp?
8. As a parent, I believe that my child has:
a) Mild Asthma (daytime symptoms less than three times a week, nighttime 
symptoms less than three times per month, no urgent care needed, good exercise 
tolerance)_______
b) M oderate Asthma (daytime symptoms three or more time a week, 
nighttime symptoms two or three times a week, occasional urgent care needed, 
decreased exercise tolerance)_______
c) Severe Asthma (daily and almost nightly symptoms, urgent care needed more than 
three times a year, poor exercise tolerance)________
9. My child takes medicine for asthma approximately:
Never  Less than once a month  More than once a month  Each day
10. How frequently does your child require breathing treatments (nebulizers) to control 
asthma problems?
Never  A few times each year  Each month  Each week____
11. Does your child use a peak flow meter at home?
Never  A few times a month  A few times a week  Daily
12. My child has been to the hospital or emergency room  times in the last year for
asthma related problems.
13. My child has missed days of school in the past year due to asthma problems.
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"CHILDREN, PLEASE COMPLETE*
DIRECTIONS: This is not a test! Do not put your name on this paper.
When some children are having asthma problems, they do some of the things listed below. 
Think about when YOU are having a problem with asthma. Circle HOW OFTEN you do 
each of these things either before the asthma happens, while you have asthma problems, or 
after the asthma problems are over. Then tell me HOW MUCH each thing helps you feel 
better when you have a problem with asthma.
(When you have asthma problems ) HOW OFTEN DO YOU DO T'HlS?
1. Be by myself be alone. Never Once in 
a while
A lot Most of 
the time
2. Bite my nails or crack my knuckles. Never Once in 
awhile
A lot Most of 
the time
3. Cuddle my pet or stuffed animal. Never Once in 
awhile
A lot Most of 
the time
4. Cry or feel sad. Never Once in 
awhile
A lot Most of 
the time
5. Daydream. Never Once in 
awhile
A lot Most of 
the time
6. Do something about it. Never Once in 
awhile
A lot Most of 
the time
7. Do work around the house. Never Once in 
awhile
A lot Most of 
the time
8. Draw, write, or read something. Never Once in 
awhile
A lot Most of 
the time
9. Eat or drink Never Once in 
awhile
A lot Most of 
the time
10. Fight with someone. Never Once in 
awhile
A lot Most of 
the time
11. Get mad. Never Once in 
awhile
A lot Most of 
the time
12. Hit, throw or break things. Never Once in 
awhile
A lot Most of 
the time
13. Pick on someone. Never Once in 
awhile
A lot Most o f 
the time
14. Play a game or something. Never Once in 
awhile
A lot Most o f 
the time
15. Pray. Never Once in 
awhile
A lot Most o f 
the time
16. Run or walk away. Never Once in 
awhile
A lot Most o f 
the time
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17. Say I’m sorry or tell the truth. Never Once in 
awhile
A lot Most of 
the time
18. Sleep, take a nap. Never Once in 
awhile
A lot Most of 
the time
19. Talk to myself. Never Once in 
awhile
A lot Most of 
the time
20. Talk to someone. Never Once in 
awhile
A lot Most of 
the time
21. Think about it. Never Once in 
awhile
A lot Most of 
the time
22. Try to forget about it. Never Once in 
awhile
A lot Most of 
the time
23. Try to relax, stay calm. Never Once in 
awhile
A lot Most of 
the time
24. Walk, run or ride my bike. Never Once in 
awhile
A lot Most of 
the time
25. Watch TV or listen to music. Never Once in 
a while
A lot Most of 
the time
26. Yell or scream. Never Once in 
awhile
A lot Most of 
the time
rWhen YOU have asthma problems...) HOW  MUCH DOES THIS HELP?
27. Be by myself be alone. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
28. Bite my nails or crack my knuckles. Never 
do it
Does not 
helo
Helps 
a little
Helps 
a lot
29. Cuddle my pet or stuffed animal. Never 
do it
Does not 
heln
Helps 
a little
Helps 
a lot
30. Ciy or feel sad. Never 
do it
Does not 
helo
Helps 
a little
Helps 
a lot
31. Daydream. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
32. Do something about it. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
33. Do work around the house. Never 
do it
Does not 
help
Helps
alittie
Helps 
a lot
34. Draw, write, or read something. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
35. Eat or drink Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
36. Fight with someone. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
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37. Get mad. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
38. Hit, throw or break things. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
39. Pick on someone. Never 
do it
Does not 
helo
Helps 
a little
Helps 
a lot
40. Play a game or something. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
41. Pray. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
42. Run or walk away. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
43. Say I'm sorry or tell the truth. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
44. Sleep, take a nap. Never 
do it
Does not 
help
Helps
aliffie
Helps 
a lot
45. Talk to myself. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
46. Talk to someone. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
47. Think about it. Never 
do it
Does not 
help
Helps 
a littie
Helps 
a lot
48. Try to forget about it. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
49. Try to relax, stay calm. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
50. Walk, run or ride my bike. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
51. Watch TV or listen to music. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
52. Yell or scream. Never 
do it
Does not 
help
Helps 
a little
Helps 
a lot
Scfaoolaga's Coping Strategies biventory 
@1990 Ohio State Uhiveni^
53. Things you do that are not listed above that make you feel better when you are having 
a problem with your asthma;
54. Things that make your asthma worse that were not listed above;
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DIRECTIONS FOR USE OF THE SCHOOLAGERS' COPING STRATEGIES INVENTORY
(SCSI)
Thank you for your request for information about the Schoolagers' Coping Strategies 
Inventory (SCSI). I have enclosed a copy of the instrument and directions for its use. 
Publications pertaining to the development and testing of the instrument are as follows:
Ryan, N.M. (1989). Stress-coping strategies identified from school age children's 
perspective. Research in Nursing & Health. 12 . 111-122 .
Ryan-Wenger, N.M. (1990). Development and psychometric properties of the
Schoolagers' Coping Strategies Inventory. Nursing Research. 3 9 . 344-349 .
Sharrer, V.W., & Ryan-Wenger, N.M. (1991). Measurements of stress and coping among 
school-aged children with and without recurrent abdominal pain. Journal of School 
Health. 61 . 8 6 -9 1 .
Ryan-Wenger, N.M., & Copeland, S.G. (1994). Coping strategies used by Black school- 
age children from low-income families. Journal of Pediatric Nursing. £ , 33-40.
Walsh, M., & Ryan-Wenger, N.M. (1994). Coping strategies used by school-age children 
with asthma. Pediatric Nursing. 9(31. 183-195.
Sharrer, V.W. & Ryan-Wenger, N.M. (in press). A longitudinal study of age and gender 
differences in school-age children's stressors and coping strategies. Journal of 
Pediatric Health Care.
Note: The original SCSI, as described in the Nursing Research manuscript (1990), included 
25 Items, and psychometric testing w as done on these 25 items. Based on suggestions 
from the children and nurses who work with children, an additional item has recently been 
added. This item is # 6 , "Do something about it", and w as considered important for 
children whose coping strategies include an attempt to change the stressor itself.
ADMINISTRATION
This instrument w as developed for use by children ages 8 to 12. The directions to the 
children are provided on the instrument. If a specific stressor (e.g. divorce, chronic illness, 
school failure) is of primary interest to the researcher, the introductory statement can be 
modified to reflect that stressor. Children can be asked to identify the "stressful thing" 
they are thinking about at the top of the first page.
It seem s to help if the investigator emphasizes that the first column lists things that other 
children have said that they do when they feel stressed, nervous or worried, and that the 
second column asks how often they do each of those things, and the third column asks 
how much it helps. Earlier editions of the SCSI used a number response format (0-3) in 
the columns next to each coping strategy, with the meaning of numbers at the top of the 
column, but trials have shown that repeating the words (e.g. never do it) after each item is 
less confusing to the children and therefore probably more reliable and valid than numbers. 
The SCSI you have received includes the word response format.
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Data collection can be done in a classroom situation, or individually. Eight and nine year 
olds often do better if they use a ruler or straight-edge to keep their responses in the 
correct row. It is also helpful if the investigator reads each item to the eight and nine year 
olds if data collection is done in a large group. Older children catch on quickly and like to 
work at their own pace. It is important to scan the forms before collecting them to make 
sure that children did not leave items blank, or mark more than one answer for an item. 
Also, if "never" is circled in the "how often" column, indicating the child never uses this 
strategy, make sure that they also circled a "Never do it" in the "how much does it help" ’ 
column.
SCORING
A. To score the SCSI, these numbers correspond to the following word responses:
FREQUENCY SCALE: "How often do you do this?" 0 = Never
1 = Once in a while
2 = A lot
3 = Most of the time
EFFECTIVENESS SCALE: "How much does it help?" 0 = Never do it
1 = Does not help
2 = Helps a little
3 = Helps a lot
B. The FREQUENCY SCALE yields tw o types of frequency scores:
1 ) Frequency Scale score: sum of children's responses on all 26  items in the "How
often do you do this?" column. Scores can range from 0 to 78.
2) Number of different coping strategies used, regardless of frequency (total number
of items, n =  26, minus the number of items with a response of 0 (never). Scores
can range from 0 to 26.
C. The EFFECTIVENESS SCALE Indicates how helpful children perceive their coping 
strategies to be, and is the sum of the children's responses on all 26 items in the 
"How much does it help" column. Scores can range from 0 to 78.
D. My early manuscripts describe the calculation of a TOTAL COPING SCORE (sum of 
the Frequency and Effectiveness Scale Scores). This score was intended to reflect 
the theoretical construct of "coping" which should encompass not only the frequency 
with which coping strategies are used, but how effective they are perceived to be. I 
no longer recommend calculation of Total Coping Scores because the empirical 
meaning of this score has been difficult to explain and apply to practice. Further, 
statistical manipulation of the score is contraindicated because the two scales that 
make up total scores are necessarily highly correlated and not independent.
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E. Frequency and Effectiveness Scale scores may mask important differences in specific 
strategies that children use. Therefore, ITEM ANALYSIS techniques may be 
informative when the investigator desires to determine if a particular group of children 
uses different strategies, or finds specific strategies to be more effective than another 
group. There is no assumption that one type of strategy is more adaptive or effective 
than another; scores simply reflect children's perceptions about their own coping 
resources and abilities to  cope with stressors.
If the SCSI appears to meet your needs in the clinical or research setting, please feel free 
to duplicate the enclosed sample as needed. Other than revising directions to address a 
specific stressor, please do not alter the format or items without permission. I would 
appreciate hearing about your findings, particularly information about the sample and 
psychometric characteristics of the SCSI with that sample.
Note: If you would like to add additional coping strategies, please do so  on a separate 
form, perhaps with a similar format. I would be interested in the results of a separate and 
combined analysis, since my goal is to improve the psychometric properties of the SCSI.
Please address any questions about the SCSI to:
Nancy M. Ryan-Wenger, PhD, RN, CPNP 
Associate Professor and Chair
Dept, of Community, Parent-Child and Psychiatric Nursing
College of Nursing
The Ohio State University
1585 Neil Avenue
Columbus, Ohio 4 3 2 1 0
(614) 292-4078
nryan@magnus.acs.ohio-state.edu
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DATE:
TO:
FROM:
t
RE:
M arch 1 8 , 1997
T e r r i  A . Dymeck (NUR)
M/S 301 8
^ r .  F r e d  P r e s t o n
C h airm an , S o c i a l / B e h a v i o r a l  C om m ittee  
o f  t h e  I n s t i t u t i o n a l  R ev iew  B o a rd
S t a t u s  o f  Human S u b j e c t  P r o t o c o l  e n t i t l e d :
" C h i ld r e n 's  P e r s p e c t i v e s  on  C o p in g  S t r a t e g i e s  U sed  f o r  
Asthm a"
OSP # 5 0 1 s 0 3 9 7 -2 0 7
T h is  memorandum i s  o f f i c i a l  n o t i f i c a t i o n  t h a t  t h e  p r o t o c o l  f o r  
th e  p r o j e c t  r e f e r e n c e d  a b o v e  h a s  b e e n  a p p r o v e d  b y  t h e  S o c i a l /  
B e h a v io r a l  C o m m ittee  o f  t h e  I n s t i t u t i o n a l  R ev iew  B o a rd . T h is  
a p p r o v a l  i s  a p p r o v e d  f o r  a  p e r io d  o f  o n e  y e a r  from  t h e  d a t e  o f  
t h i s  n o t i f i c a t i o n ,  an d  w ork on  t h e  p r o j e c t  may p r o c e e d .
S h o u ld  t h e  u s e  o f  human s u b j e c t s  d e s c r i b e d  i n  t h i s  p r o t o c o l  
c o n t in u e  b e y o n d  a  y e a r  from  t h e  d a t e  o f  t h i s  n o t i f i c a t i o n ,  i t  
w i l l  b e  n e c e s s a r y  t o  r e q u e s t  an  e x t e n s i o n .
I f  y o u  h a v e  a n y  q u e s t i o n s  o r  r e q u ir e  a n y  a s s i s t a n c e ,  p l e a s e  g i v e  
u s  a  c a l l  a t  8 9 5 - 1 3 5 7 .
c c :  D r. S . M ic h a e l  (NUR-3 018)
OSP F i l e
Office of Sponsored Programs 
4505 Maryland Parkway • Box 451037 • Las Vegas. Nevada 89154-1037 
(702) 895-1357 • FAX (702) 895-4242
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
89
APPENDIX VI 
r e q u e s t  & PERMISSION FORMS
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
U N iy 90
U IV E R s [ r 'r
April 9,1997
Ms. Nancy M. Ryan-Wenger, Ph_D., RN CPNP 
Ohio State University Health Sciences Center 
College o f Nursing 
1585 Neil Avenue 
Columbus, Ohio 43210-1289
Dear Dr. Ryan-Wenger,
I am a graduate student at the University of Nevada, Las Vegas, in the final semester of 
the Family Nurse Practitioner program, ^proximately two years ago when I first began 
preliminary work for my thesis, you graciously sent me information regarding the SCSI 
instrument which I planned to incorporate into my study. I sincerely want to thank you 
for your past assistance! Since that time, I have further perfected the final groundwork for 
my study which will replicate your 1994 Pediatric M/rs/wg journal article entitled 
"Children's Perspectives on Coping with Asthma." In addition, I have gained final 
approval fi’om my Thesis Committee, as well as Nursing and University Human Subjects 
Rights Committees, to collect data. I intend to begin data collection and perform analysis 
within the next two months with a population of school-age children who have asthma.
If possible, I would appreciate receiving additional information firom you regarding your 
past experience with grouping o f coping strategies into categories such as "problem- 
solving, relaxation, distraction, avoidance, aggression, spirituality/emotion, and social 
support," for purposes o f statistical analysis. Specifically, if I were to attempt a 
categorization o f coping strategies, as in previous studies with asthma in children, how 
would you recommend that each o f the 26 coping strategies be divided for examination of 
similar relationships between responses?
In addition, I am interested in knowing whether or not you would suggest creating a "total 
coping score" or total score for fi-equency and effectiveness o f  coping strategies fi'om the 
SCSI. My Thesis Committee made this recommendation for my study, but neither they 
nor I knew if you or your previous co-researchers had used such a type of scoring while 
analyzing coping strategies data.
I have tried to incorporate some o f the recommendations which were suggested in the 
1994 study (regarding pulmonary function monitoring and medication use), and hope that 
these changes to my demographic questionnaire will augment your initial results. I plan to 
use an SPSS computer program for statistical analysis. The American Lung Association 
has also offered their assistance with regards to gathering my population.
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018 
(702) 895-3360 • FAX (702) 895-4807
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
UNIV
U N I V E R S I T Y  O F  ( N E V A D A  L A S  V E G A S
91
Any information which you could share with me would be greatly appreciated. I will 
gladly send you the final results o f ray study upon its completion and final approval fi’om 
the University o f Nevada, Las Vegas.
Sincerely,
Terri A. Dyméck, RN, BSN
2775 Hartwick Lane
Las Vegas, Nevada 89134-7485
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018 
(702) 895-3360 • FAX (702) 895-4807
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UNIVERS ITY
College o f Nursing 
Department of Community, 
Parent-Child and Psychiatric Nursing
1585 Neil Avenue 
Columbus, OH 43210-1289
Phone 614-292-4800 
Fax 614-292-4948
May 14, 1997
Terri Dymeck, RN, BSN 
2775 Hartwick Lane 
Las Vegas, NY 89134-7485
Dear Terri:
Forgive me for not responding to your letter o f  April 9 in a timely manner. I have been out o f town 
more than in town for the past month. I hope my responses don’t come too late for your data 
analysis. I think it is wonderful that you are replicating the 1994 study on children’s coping with 
asthma and extending that study by adding some physiologic measures. Your work w ill be an 
important contribution to the literature.
Regarding the grouping o f SCSI items: factor analysis o f the items with large numbers o f subjects 
has never yielded any fectors that seem to be very interprétable, or potentially useful for subscales. 
In fact, all o f the items loaded onto fiictor 1, which suggests that the instrument is unidimensional. 
Now that does not mean that you could not analyze your data according to the categories that you 
describe; you could simply argue that those are the categories o f coping strategies that were 
deliberately sampled during instrument development (cite the articles from Research in Nursing 
and Health (1989) and Nursing Research (1990)). I have mclosed a copy o f the items with my 
judgment about which items belong in which category.
Some individuals who have used my instrument have divided the items into “problem-focused” and 
“emotion-focused” based on some o f Lazarus’ work, but I don’t necessarily approve o f that 
division. It is my opinion that the motivation behind using the strategy is what determines the 
“focus” o f the behavior, and we don’t get that type o f information from the questionnaire. Also, 
the bias tends to be that if  coping is not problem-focused, then it’s dysfunctional, which is unfair. 
Not all stressors lend themselves to being “solved”, therefore coping strategies that alter one’s 
emotional response to the stressor are probably more appropriate. For children, particularly, most 
stressors are not under their control! Your categories look fine because they are simply behaviors, 
with no inference about the motivation underlying the use o f that behavior.
A total coping score was reported in the original instrument development article, but I have not 
used or reported it in any articles since then, for several reasons. Although one could interpret the 
total coping score (sum o f frequency and effectiveness scales) as a measure o f the “construct” o f 
coping, that has never really been validated). One could argue that multiplying the two scores 
would make more sense, but I haven’t done any work on testing that idea. Another problem with 
total scores is that any further analysis using those scores violates the assumptions o f most
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statistics, i.e. independent observations. Since the same items are used in the frequency scale as the 
effectiveness scale, combining scores on each item mto a total item score results in a 
muhicollinearity problem. So, I recommaid keeping scores from the frequency and effectiveness 
scales sq)arate in your analyses.
I hope these suggestions are helpful. I look forward to seeing a rqwrt o f your findings and 
strongly encourage you to publish your study when you are finished. Please call me or e-mail if  
you have any other things you’d like to discuss.
By the way, I am an alumnus o f UNLV (MS in Psychology) and was on the feculty there from 
1973 to 1977, so I was pleased to see the letterhead from UNLV! I think some o f my old friends
are still there if  you know them, you m i^ t send my regards to Vicky (she was Onyett then, but
I don’t know her name now), Myrlene LaMancusa, and the Dean was Mary Aim Michel. I was
Nancy Ryan at that time. Anyway good luck to you in your career as an advanced practice
nurse in pediatrics.
Sincerely,
Nancy A. Ryan-Wenger, PhD, RN, CPNP 
Associate Professor and Chair
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When some children feel stressed, nervous, or worried about something, they do some of the things listed below. Think about when 
YOU (eel stressed, nervous or worried. Circle HOW OFTEN you do each of these things either before the stressful thing happens, 
while you feel stressed, or after the stressful thing Is over. Then tell me HOW MUCH each thing helps you feel better when you feet 
stressed, nervous or worried.
Stressful Thing
HOW OFTEN 0 0  YOU 0 0  THIS? 1 HOW MUCH DOES IT HELP?
1 . Be by myself; be alone. A/oi’t^yic 'e
Never
Once In 
a while A 1er
Mofi o( 
Ihe lime
Never do 
' it
Does not 
help
Helps a 
lillle
Helps 
a lot
2. Bite my nails or crack my knuckles.
Never
Once In 
a while A loi
Most of 
the lime
Never do 
it
Does not 
help
Helps a 
little
Helps 
a lot
3. Cuddle my pet or stuffed animal.
T>' rim  r h 'a /i Never
Once in 
a while A lot
M ott of 
the time
Never do 
it
Does not 
help
Helps a 
little
Helps 
a lot
4. Cry or feel sad.
Never
Once In 
a while A loi
M ott of 
the time
Never do 
■ It
Doet not 
help
Helps a 
little
Helps 
a let
5 . Daydream. W - jf ^ c c H o n
Never
Once In 
a while A lot
Mott of 
the time
Never do 
It
Does not 
help
Helps a 
litlle
Helps 
i  lot
6 . Do something about it.
j  Never
Once In 
a while A lot
M ott of 
Ihe lime
Never do
It
Does not 
help
Helps a 
lillle
Helps 
a let
7 . Do work around tfio ftouso.T>lirrnCh'on Never
Once In 
a while A lot
Most of 
the lime
Never do 
It
Does not 
help
Helps 0 
lillle
Helps 
a lot
8 . Draw, write, or read something.
'n.shuch'on Never
Once In 
a while A lot
Mott of 
the time
Never do 
It
Does not 
help
Helps a 
lillle
Helps 
a lot
9. Eat or drink.
Never
Once In 
a while A lot
M ott of 
the time
Never do 
It
Does not 
help
Helps a 
lillle
Helps 
a lot
1 0 . Fight with someone.
Never
Once In 
0 while A Ini
Mott of 
Ihe lime
Never do 
It
Does not
help
Helps 0 
lillle
Helps 
a lot
n .  Get mad. E/Twh'on
Never
Once in 
0 while A loi
Most of 
Iho time
Never do 
It
Does not 
help
Helps 0 
iittio
Helps 
a lot
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HOW OFTEN DO YOU DO THIS? HOW MUCH DOES IT HELP?
12. Hit, throw or break things.
Novor
Once In 
a while A lot
Most of 
the lime
Never do 
It
Does nol 
help
Helps a 
lillle
Helps . 
a lot .
1 3 . Pick on somcono.
Never
Once In 
a while A lot
Mosi ol 
the time
Never do 
II
Does nol 
help
Helps a 
lillle
Helps 
a lot
1 4 . Piay a gamo or something..,.^. , , .
Pi<>T<XiC.n6*i Never
Once In 
a while A lot
Most ol 
the time
Never do 
It
Does not 
help
Helps a 
lillle
Helps 
a lot
15. Pray.
S ( 7i r c H o J Never
Once In 
a while A lot
Most ol 
Ihe time
Never do 
it
Does not 
help
Helps 0 
lillle
Helps 
a lot
1 6 . Run or waik away.
Never
Once in 
a while A lot
Most ol 
the time
Never do 
it
Does not 
help
' Helps a 
lillle
Helps 
a lot
1 7 . Say I'm sorry or tali the truth. , .
f c m o r io io Never
Once In 
a while A lot '
Most ol 
the time
Never do 
It
Does not 
help
Helps a 
lillle
Helps 
a lot
1 8 . Sleep, take a nap. /Cefùxcufi'^^ Never
Once in 
a while A loi '
Most ol 
the time
Never do 
it
Does not 
help
Helps a 
little
Helps 
a lot
19. Talk to myself. frob/ûv}' S o /u ,/ )$ Never
Once In 
a while
1
A lot ^
Most ol 
the lime
Never do 
It
Does not 
help
Helps a 
little
Helps 
a lot
20. Talk to someone. SoCtbJ So/per"^ Never
Once In 
a while A lot
Most ol 
the time
Never do 
1 It
Does not
help
Helps a 
little
Helps 
a lot
2 1 .  Think about it. Frobl(irr\'i>oh''']^ Never
Once In 
a while A lot
Most ol 
the time
[ Never do 
it
Does not 
help
Helps a 
little
Helps 
a lot
Never
Once In 
a while A lot
Most ol 
the time
Never do
it
Does not
help
Helps e 
little
Helps 
a lot
23. Try to relax, stay calm, ^  ,
Never
Once In 
a while A lot
Most ol 
the time
Never do 
It
Does not 
help
Helps a 
little
Helps 
a lot
24. Walk, run or ride my bike.
Never
Once In
a while A lot
Most ol 
the lime
Never do 
it
Does nol
help
Helps a 
lillle
Helps 
a lot
25. Watch TV or listen to music.
T),\hzicf?o'^ Never
Once In 
a while A lot
Most ol 
the time
Never do 
it
Does not
holp
Helps a 
lillle
Helps 
a lot
26. Yell or scream. f^^re> iIo n Never
Once In 
0 while A lot
Most of 
the time
Never do 
. II
Does nol
holp
Helps 0 
lillle
Helps 
a lot
O 1990 The Ohio State University 
Nancy M. Ryan-Wcngcr
vOLn
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May 19, 1996
American Lung Association 
d o  John Hoick 
P.O. Box 7056 
Reno, Nevada 89510
Dear Mr. Hoick:
I am a graduate student at the University o f Nevada, Las Vegas, as well as a pediatric 
registered nurse and American Lung Association volunteer asthma camp nurse, and I 
intend to conduct a research study concerning children's perceptions of how they cope 
with their asthma. In particular, this study will help to determine the relationship between 
the frequency and effectiveness o f coping strategies which are routinely employed by 
school-age children to overcome asthma problems. I would appreciate your assistance in 
encouraging members o f the Nevada American Lung Association, who are between the 
ages o f 8 and 13 to participate in this study, which will utilize both a brief demographic 
questionnaire and a multiple-choice instrument to be dispersed via mail.
Presently,research suggests that children with asthma do not cope well with their 
disease as evidenced by increased hosptalizations and emergency room visits. There is a 
paucity of research which describes how children with asthma cope with their chronic 
illness from their perspective; thus, caregivers are lacking the basic understanding o f what 
coping strategies these children currently use and deem as effective. My proposed 
research study will provide an insight into how children with asthma attempt to prevent 
and manage their symptoms. Consequently, this research may ultimately provide a 
foundation for educational efforts aimed at improving the quality o f life for children who 
are trying to cope with asthma.
At the present time, I am conducting a literature review of other relevant research 
studies, and I am preparing my proposal for various University Human Subject Rights 
Committees which must approve o f the questionnaires and methodology in this study 
before permission is granted to proceed with any research. Consequently, I am writing 
this letter in advance with the expectation that I will begin collecting data within the early 
spring o f 1997. The American Lung Association would undoubtedly benefit from the 
information gained from this study, and results will be made available to all participants of 
the study upon its completion. In addition, it is my intent to submit this research for 
publication as a thesis and possibly as a nursing journal article. I appreciate the assistance 
o f your organization in assisting with the conduction of this important study, and I will 
submit copies of the research questionnaires for your approval upon receiving the 
approval o f UNLV.
leck
2775 Hartwick Ln.
Las Vegas, Nevada 89134
Department of Nursing 
4505 Maryland Parkway • Box 453018 • Las Vegas, Nevada 89154-3018 
(702) 895-3360 • FAX (702) 895-4807
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March 18, 1997
Dear Mr. Hoick;
As you recall, I am conducting a research study about the coping strategies used by 
children with asthma who are between the ages o f 8 to 13. This study is patterned after a 
former study by authors Ryan-Wenger & Walsh (1994). Similarly, they examined coping 
strategies in asthmatic children attending Central Ohio Lung Association's "Camp A-OK, " 
a camp designed for children with asthma. In their study, children completed the 
questionnaire known as the Schoolagers' Coping Strategies Inventory (SCSI), which will 
also be used in my study. Their results however were hampered by several limitations 
which they recommended be remedied. Subsequently, I have made the changes that they 
suggested to improve the strength o f this study. Also, I will be examining new variables 
which are essential to understand how children objectively cope with asthma.
[This study is important because America is observing rapidly rising increases in 
asthma diagnoses and associated mortality in children, despite the use of improved asthma 
medications and teaching. Furthermore, urgent care centers are witnessing more visits 
made by children having asthma attacks. These frets may reflect ineffective use of coping 
strategies. There have been very few studies to date which examine coping strategies used 
for asthma from the child's perspective. As a result, more researchers are just beginning to 
develop studies directed towards understanding the coping strategies used by children 
with asthma so that caregivers and medical personnel can understand why children are not 
coping well with their disease.]
I intend to submit this research as my master's thesis at UNLV. Consequently, 
University approval o f my proposal was necessary to proceed with my study. I am 
pleased to inform you that I was recently notified that my research proposal received 
approval from my Thesis Committee and two UNLV Human Subjects Rights Committees. 
Before proceeding with my research, I would appreciate your review and approval of the 
enclosed cover letters and questionnaires which are directed to children with asthma and 
their parents. Both the Nursing and University Human Subjects Rights Committees at 
UNLV required all of the elements included on these cover letters and questionnaires 
directed towards the children and parents.
Enclosed you will also find a research abstract and my UNLV Human Subjects Rights 
Protocol form. I hope that you find this information helpful. If you need additional 
information regarding this proposal, you can contact me at the phone number or address 
listed below.
Although I am eager to begin collecting data, I will comply with your 
recommendations regarding dates for mailings and any changes in the questionnaires or 
cover letters which are requested by the American Lung Association of Nevada.
I look forward to hearing from you, and thank you for all o f your assistance!
Since
-  Tetfi A. Dyrheck 
2775 Hartwick Ln.
Las Vegas, NV. 89134
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Gory Grow Pmidcm
Pul S im n . NU>. 
Piaideiit'EIect
PhttCadino 
Pait President
RoaMestxe 
Vice President
Mike Melner 
Secretary
Ranald Rothstein. M.O- ID .
6II9RidgeviewCt_Sie. 100
Reno, NV
S9509
ft» : (102) 829-5*50 
Phone: (702) 829-SSW
WhtnYou Can’t  
Breathe, 
Nothing Else 
Matters^
t AMERICANLUNGASSOCIATION*
of Nevada
June 26.1996
Terry A. Dymeck, R.N.
2217 Barchetta Dr.
Las Vegas, NV 89134
Dear Terry:
Thank you for your letter concerning your proposed research project 
on asthmatic children. The American Lung Association of Nevada 
would be happy to cooperate with you on the project
Please keep us updated as the details of your project evolve.
Sincere
John L Hoick, M.S. 
Executive Director
JLH/ds
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
99
APPENDIX Vn 
TABLES
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
100
Table I
Summary oLAge o f Sample
Age K Percent
8 9 13.8%
9 23 35.4%
10 25 38.5%
11 1 1.5%
12 2 3.1%
Missing 5 7.7%
Total 65 100.0%
Table 2
Summary of Grade Currently Attending in School o f Sample
Grade K Percent
2 3 4.6%
3 23 35.4%
4 30 46.2%
5 1 1.5%
6 1 1.5%
7 2 3.1%
Missing 5 7.7%
Total 65 100.0%
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Table 3
Summary of Gender of Sample
101
Gender K Percent
Male 36 55.4%
Female 24 36.9%
&/Dssing 5 7.7%
Total 65 100.0%
Table 4
Summary o f Race of Sample
Race K Percent
Caucasian 45 69.2%
African-American 4 6.2%
Hispanic 7 10.8%
Asian 1 1.5%
Other 2 3.1%
Missing 6 9.2%
Total 65 100.0%
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Table 5
Summary of Asthma Types in Sample
102
Type K Percent
MUd 34 52.3%
Moderate 20 30.8%
Severe 6 9.2%
Missing 5 7.7%
Total 65 100.0%
Table 6
Summary of Duration With Diagnosis o f  Asthma
Duration in Years K Percent
1-3 10 15.4%
4-6 24 36.9%
7-10 25 38.5%
Missing 6 9.2%
Total 65 100.0%
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Table 7
Summary of Chronic Illness Besides Asthma in Sample
Group H Percent
Presence of Chronic Illness 4 6.1%
No Other Chronic Illness 56 86.2%
NGssing Data 5 7.7%
Total 65 100.0%
Table 8
Summary of Asthma Camn Attendance of Samnie
Group N Percent
Attended camp 11 16.9%
No camp 49 75.4%
Missing data 5 7.7%
Total 65 100.0%
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Table 9
Frequency of Asthma Camp Attendance of Sample
Times To Camp K Percent
0 47 72.3%
1 8 12.3%
2 2 3.1%
3 2 3.1%
Missing Data 6 9.2%
Total 65 100.0%
Table 10
Summary o f Peakflow Use Bv Sample
Frequency of Use K Percent
None/Never 29 44.6%
Few times/month 14 21.5%
Few times/week 4 6.2%
Daily 11 16.9%
Missing Data 7 10.8%
Total 65 100.0%
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
105
Table 11
Frequency of Asthma Medication Use by Sample
Frequency of Use K Percent
Never 6 9.2%
Less Than Once/Month 15 23.1%
More Than Once/Month 9 13.8%
Daily 30 46.2%
NGssing Data 5 7.7%
Total 65 100.0%
Table 12
Summary of Respiratory Treatments Needed by Sample
Frequency H Percent
Never 9 13.9%
A few times/year 35 53.8%
Each month 6 9.2%
Each week 9 13.9%
Missing data 6 9.2%
Total 65 100.0%
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Table 13
Summary of Emergency Room or Hospital Visits In Past Year for Asthma Related 
Problems
Number of visits N Percent
0 39 60.0%
1 5 7.7%
2 8 12.3%
3 4 6.2%
4 0 0.0%
5 2 3.1%
20 1 1.5%
Missing 6 9.2%
Total 65 100.0%
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Table 14
Summary o f  School Days Missed by Sample in Past Year Due to Asthma Problems
Number o f  Days NCssed N Percent
0 18 27.7%
1-5 18 27.6%
6-10 9 13.8%
11-15 3 4.9%
16-20 3 4.9%
21-30 2 3.3%
31-40 2 3.3%
Missing Data 6 9.8%
Total 61 95.4%
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Table 15
frequency or All items iNamea oy participants wmcn iviaice Asinma svmptoms worse ( in 
Addition to SCSI Strategies!
Strategy M Percent
Exercise/Overexertion 18 43.9%
Coughing 1 2.4%
Weather/Wind/Dust 4 9.8%
Allergies/Grasses 6 14.6%
Emotions/Stress 12 29.3%
Animals 7 17.1%
Ignore Symptoms 3 7.3%
Smells/Smoke 4 9.8%
Avoiding Medications 3 7.3%
Laughing/Hoarseness/T alking 3 7.3%
Baths 1 2.4%
Boredom 2 4.9%
Supine Position 1 2.4%
Illness 1 2.4%
Overweight 1 2.4%
Missing responses 12
Total of Participating Children 41
Note. Total only represents number o f children who completed question. Total does not 
represent tally o f responses; therefore, a total percentage is not computed. Percentages 
given are based upon frequency of responses and number of children who answered this 
question (41).
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Table 16
Frequency of AlLCoping Strategies Cited by Participants As Being Effective In 
Decreasing Asthma Symptoms Iln Addition to SCSI Strategies!
Strategy M Percent
Medication 16 39%
Talking to friend/parent 7 17%
Hot drink 2 4.9%
Hot shower/humidifier 3 7.3%
Breathe deep and slow 2 4.9%
Cuddle 8 19.5%
Watch TV/Listen to music 2 4.9%
Play with computer/Video game 3 7.3%
Think good thoughts 2 4.9%
Change position 4 9.8%
\^sit doctor 1 2.4%
Get backrub 1 2.4%
Laughing 1 2.4%
Play with friends 2 4.9%
Sleeping/Resting 5 12.2%
Missing responses 12
Total o f participating children 41
Note. Total only represents number o f children who completed question. Total does not 
represent tally o f responses; therefore, a total percentage is not computed. Percentages 
given are based upon frequency of responses and number o f children who answered this 
question (41).
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Table 17
Frequency of Eight Coping Strategies
1 2 3 4 5 6 7 8
Age
-0.075 0.202 -0.012 -0.112 0.018 -0.112 0.015 -0.157
Grade
-0.093 0.011 0.079 0.023 0.123 -0.186 0.057 -0.150
Years Diagnosed
0.086 0.123 0.033 0.158 0.261* 0.327* 0.303 * -0.141
Frequency Camping
-0.096 -0.312* -0.004 0.146 0.043 -0.025 -0.032 0.008
Asthma Type
0.008 -0.062 -0.189 -0.038 0.287* 0.180 -0.060 -0.038
Medication Use
-0.043 -0.130 -0.218 0.038 0.350* -0.032 0.010 0.026
Respiratory Treatments 
-0.051 -0.061 -0.240 0.086 0.082 -0.008 -■0.253 0.123
Peakflow Use
-0.032 -0.148 0.025 0.125 0.280* 0.078 0.069 -0.056
E.R. Use
-0.096 -0.089 -0.265* -0.156 0.211 0.257 -■0.014 -0.037
Missed School
-0.031 -0.248 -0.187 -0.028 0.349** 0.197 0.221 -0.194
Note. Coping Strategies; 1 = Aggression. 2 = Avoidance. 3 = Distraction.
4 = Emotion. 5 = Problem-solving. 6 = Relaxation. 7 = Social. 8 = Spiritual. 
* PL<0.05. **n<0.01 .
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Table 18
Effectiveness o f Eight Coping Strategies
1 2 3 4 5 6 7 8
Age
-0.046 0.086 0.061 0.080 0.038 -0.044 -0.004 -0.065
Grade
-0.016 -0.003 0.106 0.096 0.053 -0.184 0.017 -0.023
Years Diagnosed
0.176 0.187 0.042 0.239 0.169 0.036 0.264* -0.135
Frequency Camping
-0.126 -0.148 0.054 -0.005 0.067 -0.097 0.140 0.024
Asthma Type
0.048 -0.078 -0.215 0.026 -0.033 0.211 0.080 0.015
Medication Use
0.017 -0.163 -0.249 0.026 0.009 0.154 -0.029 0.047
Respiratory Treatments
0.023 -0.183 -0.268* 0.025 -0.068 0.056 -0.177 -0.036
Peakflow Use
-0.104 -0.027 0.051 0.112 0.155 0.082 0.180 -0.011
E.R. Use
-0.055 -0.086 -0.328** -0.257 -0.259 0.166 -0.168 -0.073
Missed School
0.236 -0.206 -0.230 -0.031 -0.136 0.258 0.035 -0.122
Note. Coping Strategies: 1 = Aggression. 2 = Avoidance. 3 = Distraction.
4 = Emotion. 5 = Problem-solving. 6 = Relaxation. 7 = Social. 8 = Spiritual. 
*H <0.05. **{i<0.01.
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Table 19
Coping Strategies
1 2 3 4 5 6 7 8
Frequency
Gender
m
0.27
(55)
0.16
(54)
0.54
(53)
-0.53
(54)
0.21
(54)
-0.90
(54)
0.08
(55)
-0.45
(56)
Camping
(d£)
-0.48
(55)
-2.32
(54)
-0.41
(53)
1.24
(54)
0.74
(54)
0.64
(54)
0.03
(55)
-0.34
(56)
Effectiveness
Gender
m
-0.20
(55)
-0.10
(55)
-0.14
(55)
0.53
(53)
-0.52
(54)
-1.98** 0.64 
(55) (55)
-0.32
(55)
Camping
(df)
-0.23
(55)
-0.78
(55)
0.27
(55)
0.11
(53)
0.36
(54)
-0.01
(55)
0.57
(55)*
0.23
(55)
Note. Coping Strategies: 1 = Aggression. 2 = Avoidance. 3 = Distraction.
4 = Emotion. 5 = Problem-solving. 6 = Relaxation. 7 = Social. 8 = Spiritual. 
* p < 0.05. ** p<0.01.
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Table 20
Summation of Mean and Standard Deviation o f  Frequency of Gender and Previous 
Asthma Camp Attendance With Eight Coping Strategies
1 2 3 4 5 6 7 8
Gender
Male
M 1.62 3.03 9.47 3.91 4.06 3.12 1.50 1.26
SD. (1.89) (1.88) (4.76) (2.31) (1.90) (1.43) (1.11) (1.15)
Female
M 1.48 2.96 8.81 4.23 3.96 3.46 1.48 1.39
SD. (1.90) (1.46) (3.74) (1.95) (1.67) (1.26) (0.73) (1.08)
Camping
Yes
M 1.30 1.90 8.67 4.80 4.40 3.50 1.50 1.20
SD (1.70) (1.37) (3.08) (2.30) (1.58) (1.35) (0.85) (1.03)
No
M 1.62 3.24 9.33 3.87 3.94 3.20 1.49 1.33
SD (1.93) (1.70) (4.61) (2.23) (1.84) (1.38) (1.00) (1.14)
Note. Coping Strategies: 1 = Aggression. 2 =  Avoidance. 3 = Distraction.
4 = Emotion. 5 = Problem-solving. 6 = Relaxation. 7 = Social. 8 = Spiritual. Means 
and standard deviations of coping strategy results are based upon individual ranges o f each 
subscale, hence a generalized coping scale which applies to all subscales cannot be 
described.
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Table 21
Summary of Mean and Standard Deviation of Effectiveness of Gender and_Camping 
Experiences With Eight Coping Strategies
1 2 3 4 5 6 7 8
Gender
Male
M 1.27 3.77 11.18 4.06 4.94 4.11 2.00 1.68
SD.
Female
(1.38) (2.27) (4.78) (2.44) (1.81) (1.59) (1.11) (1.27)
M 1.34 3.83 11.35 3.73 5.18 4.86 1.82 1.78
SD (1.70) (2.06) (4.34) (2.00) (1.50) (0.99) (0.91) (1.20)
Camping
Yes
M 1.20 3.30 11.60 4.00 5.22 4.40 2.11 1.80
SD
No
(1.62) (2.16) (3.95) (2.00) (1.30) (1.90) (0.60) (1.14)
1.32 3.89 11.17 3.91 5.00 4.40 1.90 1.70
SD (1.49) (2.18) (4.72) (2.33) (1.76) (1.33) (1.10) (1.27)
Note. Coping Strategies: 1 = Aggression. 2 = Avoidance. 3 = Distraction.
4 = Emotion. 5 = Problem-solving. 6 = Relaxation. 7 = Social. 8 = Spiritual. Means 
and standard deviations of coping strategy results are based upon individual ranges of each 
subscale, hence a generalized coping scale which applies to all subscales cannot be 
described.
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Table 22
Analysis of Variance for Comparison of Race With Frequency of Eight Coping Strategies
Subscale d f SS MS. E R
Aggression
Between
Within
4
51
3.70
152.14
0.92
2.98
0.310 0.87
Avoidance
Between
Within
4
50
4.75
140.96
1.19
2.82
0.421 0.79
Distraction
Between
Within
4
49
43.43
943.10
10.86
19.25
0.564 0.69
Emotion
Between
Within
4
50
7.04
249.94
1.76
5.00
0.352 0.84
Problem-solving
Between
Within
4
50
21.85
154.07
5.46
3.08
1.773 0.15
Relaxation
Between
Within
4
50
13.19
88.74
3.30
1.77
1.858 0.13
Socialization
Between
Within
4
51
4.17
47.83
1.04
0.94
1.111 0.36
Spiritual
Between
Within
4
52
11.29
56.22
2.82
1.08
2.611 0.05
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Table 23
Analysis of  Variance for Comparison o f Race With Effectiveness o f Eight Coping 
Strategies
Subscale d f SS MS E R
Aggression 0.670 0.62
Between 4 5.92 1.48
Within 51 112.58 2.21
Avoidance 1.50 0.217
Between 4 27.17 6.79
Within 51 231.33 4.54
Distraction 0.644 0.63
Between 4 53.98 13.50
Within 51 1068.14 20.94
Emotion 0.437 0.78
Between 4 9.45 2.36
Within 49 265.08 5.41
Problem-solving 6.244 0.00
Between 4 51.62 12.91
Within 50 103.36 2.07
Relaxation 3.634 0.01
Between 4 24.65 6.16
Within 51 86.48 1.70
Socialization 2.418 0.06
Between 4 9.33 2.33
Within 51 49.22 0.97
Spiritual 1.467 0.23
Between 4 8.65 2.16
Within 51 75.19 1.47
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Table 24
Mann-Whitney for Comparison of Presence of Additional Chronic Illnesses With 
Frequency and Effectiveness of Eight Coping Strategies
n W z 2 tailed .p
Aggression 101.5
Frequency
1532.5 -0.147 0.883
Avoidance 58 68 -1.486 0.137
Distraction 71.5 1397.5 -0.993 0.321
Emotion 100 1478 -0.129 0.898
Problem-solving 84.5 1462.5 -0.632 0.527
Relaxation 86 96 -0.590 0.555
Socialization 91.5 101.5 -0.474 0.636
Spiritual 78.5 88.5 -0.939 0.348
Aggression 101
Effectiveness
1532 -0.166 0.868
Avoidance 50 60 -1.775 0.076
Distraction 91.5 1522.5 -0.454 0.650
Emotion 94 104 -0.262 0.794
Problem-solving 99.5 1477.5 -0.148 0.882
Relaxation 99 1530 -0.227 0.820
Socialization 73 1504 -1.086 0.278
Spiritual 50.5 56.5 -1.143 0.253
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Table 25
Most Frequently Used Coping Strategies by Sample
Strategy N Percent*
Try to relax, stay calm 46 74.2%
Do something about it 42 67.7%
Watch TV or listen to music 41 66.1%
Try to forget about it 35 56.5%
Eat or drink 35 55.6%
Draw, write, or read something 34 54.0%
Talk to someone 31 50.0%
Think about it 26 41.9%
Pray 25 39.7%
Say I'm sorry or tell the truth 23 37.7%
Play a game or something 17 27.0%
Sleep, take a nap 17 27.9%
Cry or feel sad 16 25.4%
Bite my nails or crack my knuckles 15 23.8%
Cuddle my pet or stuffed animal 15 23.8%
Get mad 13 20.6%
Do work around the house 13 20.6%
Daydream 11 18.0%
Fight with someone 9 14.3%
Run or walk away 9 14.3%
Walk, run or ride my bike 9 14.5%
Talk to myself 8 12.9%
Be by myself. Be alone 6 9.6%
Yell or scream 6 9.7%
Pick on someone 2 3.2%
Hit, throw or break things 1 1.6%
Note. *Percent = Indicates frequency of responses per number of total completed 
responses received (approximately 60 to 63 depending on question answered).
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Table 26
Most Effective Coping Strategies for Sample
Strategy N Percent*
Try to relax, stay calm 59 95.2%
Do something about it 52 83.9%
Watch TV or listen to music 51 82.3%
Draw, write, or read something 45 72.6%
Talk to someone 45 73.8%
Sleep, take a nap 43 70.5%
Play a game or something 42 67.7%
Eat or drink 41 66.1%
Pray 39 63.9%
Try to forget about it 39 62.9%
Think about it 33 54.1%
Be by myself; Be alone 28 45.2%
Say I'm sorry or tell the truth 28 46.7%
Cuddle my pet or stuffed animal 26 41.9%
Talk to myself 24 38.7%
Cry or feel sad 23 37.1%
Daydream 19 30.6%
Walk, run or ride my bike 19 30.6%
Do work around the house 16 25.8%
Run or walk away 15 24.2%
Bite my nails or crack my knuckles 14 22.6%
Get mad 8 12.9%
Fight with someone 2 3.2%
Pick on someone 1 1.6%
Yell or scream 1 1.6%
Hit, throw or break things 0 0.0%
Note. *Percent = Indicates frequency of responses per number o f total completed 
responses received (approximately 60 to 63 depending on question answered).
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